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The Relationship Between the Surgeon and the Anesthetist 


KARNIG TOMAJAN, D.O., M.Sc. Ost., F.A.C.O.5. 


Boston 


Anesthesia was born into the practice of medicine 
amidst doubt and disbelief. Skepticism was based upon 
a previously unsuccessful demonstration by Dr. Horace 
Wells at the Harvard Medical School. Dr. Wells was 
a dentist who in 1844 had one of his own teeth ex- 
tracted by a dental associate while under the influence 
of nitrous oxide anesthesia. W. T. G. Morton, who 
had been an associate of Wells, was later as a medical 
student associated with C. T. Jackson. Supposedly it 
was Jackson who suggested that ether rather than 
nitrous oxide be employed as an anesthetic agent. It 
is understandable, therefore, that at the first public 
administration of ether anesthesia held at the Massa- 
chusetts General Hospital on October 16, 1846, John 
Collins Warren, the operating surgeon, was reported 
to have said to the assembled doctors, “Gentlemen, this 
is no humbug.”? This well-known remark of Dr. 
Warren’s is probably one of the greatest understate- 
ments in the history of medicine. For on that day was 
demonstrated to the medical world what Oliver Wen- 
dell Holmes later described as a “priceless gift to 
humanity.” 

Despite the obvious and revolutionary importance 
of anesthesia, it is a curious commentary on human 
nature that for many decades after its introduction 
to medical practice the administration of anesthesia 
was relegated to the youngest, the most inexperienced, 
and least expert member of the surgical staff or, in 
many cases, to the patient’s general practitioner. In- 
deed, surgeons came to look with disdain upon the 
carrying out of anesthesia and even refused to interest 
themselves in any of the intricacies of the practice. 
Nurse technicians were then trained for the adminis- 
tration of anesthesia. To the great credit of these 
nurses, it must be stated that, although their position 
was often unenviable, their services were infinitely 
more satisfactory than those of the occasional anes- 
thetist, including the family doctor so often pressed 
into service against his will. Thus the development of 
the nurse anesthetist remedied a bad situation and suc- 
cessfully bridged an important period in the history 
of anesthesia. They carried on to a time when it 
finally became appreciated that more than simple tech- 
nical excellence is required of the anesthetist. 

It is now of course well understood that the prog- 
ress and development of surgery and anesthesia are 
closely interdependent. One wonders how much more 
rapidly anesthesia and thus surgery would have pro- 
gressed had anesthesia earlier aroused the interest of 
surgeons and others able to understand its basic scien- 
tific problems and needs. However, it should be noted 
that the tardy development of anesthesiology as a 
specialty was not due to absence of an early start. 
John Snow, who was licensed as a member of the 
Royal College of Surgeons in 1838 and who received 
his M.D. from the University of London in 1844, 
specialized in anesthesia as soon as the news came 
from America in 1846, and served as anesthesiologist 
thereafter at St. George’s Hospital in London, making 
several contributions to the methods then in use." 

The development and synthesis of anesthetic drugs 
is largely a problem for the chemist. The action of 
such agents in the living organism can then be studied 


by the physiologist and the pharmacologist. Such 
information, however, is inadequate for the full and 
correct clinical application of anesthesia to the human 
being. For this it is necessary to provide trained 
personnel who have knowledge of the basic sciences 
as well as a clinical appreciation of, and experience 
with, human disease. This combination exists in phy- 
sicians who have become interested in, and have made 
a specialty of, this branch of medicine. Such a spe- 
cialist, together with a surgeon, both graduates in 
medicine and of comparable training and intellectual 
capacity, can by joint efforts best subserve the needs 
of the patient. What they have to offer the patient 
is really complementary. Moreover, many of the 
answers to unsolved problems in surgery and anes- 
thesia will be more rapidly forthcoming by an increas- 
ingly close relationship between well-trained surgeons 
and specialists in the science of anesthesia, which, is 
often referred to as anesthesiology. 

The objectives of anesthesia are three. The first 
is the prevention of pain. The second is the production 
of optimal operative conditions, including muscular 
relaxation when indicated while maintaining the wel- 
fare of the patient. The third is the preservation of 
vital function which may be interfered with in certain 
operative procedures, such as intrapleural manipulation. 
In the last named, adequate anesthesia makes the 
performance of thoracic surgery possible by providing 
the patient with pain relief while sustaining a satis- 
factory cardiorespiratory function. In achieving these 
goals anesthesia carries with it definite hazards. In 
general anesthesia, pain relief is readily attained at a 
relatively safe depth of anesthesia. The potent drugs 
employed are useful anesthetic agents because they 
abolish reflexes and depress vital functions in a definite 
sequence, and respiratory function and circulation are 
impaired or abolished only when the dose of the drug 
is excessive. Moreover, with safe agents the passage 
from one depressed reflex to another is relatively 
slow and readily reversible. For example, satisfactory 
general anesthesia for abdominal operations is de- 
pendent upon rather profound muscular paralysis 
which requires the blocking of certain deep reflexes. 
Such an effect may be obtained by the use of the 
more potent anesthetic agents alone or by the use of 
weaker agents plus curare or its derivatives given 
intravenously.‘ 

While the objective of ideal operative conditions 
often necessitates muscular depression and sometimes 
paralysis of the muscles of respiration, it is the role 
of anesthesia to provide these operative conditions 
only to a degree consistent with the patient’s welfare. 
Both general and spinal anesthesia are effective in this 
respect, each producing pain relief and satisfactory 
abdominal relaxation, but with upper abdominal or 
general anesthesia carried to the third or fourth plane, 
the danger of unduly depressing respiration is always 
present. To achieve the requirements just mentioned 
the anesthetist must be fully conversant with the 
pharmacologic action of the agents he uses.° 

The anesthetist must also be familiar with the 
physical diagnosis and pathology, basic knowledge of 
which can readily be applied to whatever untoward 
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reaction may develop during the course of the opera- 
tive procedure. These reactions may be manifestations 
of the patient’s disease. Familiarity with each dis- 
turbance and its etiology will enable the anesthetist 
promptly to institute the indicated treatment. He 
must be able to distinguish the circulatory and respira- 
tory effects of posture, of trauma, and of hemorrhage 
from the systemic effects of the anesthetic agent. Thus 
it is fundamental that the anesthetist be well grounded 
in both surgery and medicine. This knowledge must 
be accompanied by technical proficiency in the actual 
administration of anesthesia. No matter how well 
indicated an anesthetic drug or method may be, it 
should not be used unless it can be expertly employed. 
Indeed, the excellence of the anesthetist is far more 
important than that of the agent or method chosen. 

There is no question that certain anesthetic drugs 
or methods are in themselves responsible for morbidity 
which is difficult if not impossible to evaluate satis- 
factorily. For most operative procedures a good result 
is more dependent upon how the anesthesia is admin- 
istered than on what anesthetic is adopted. This 
should not be taken to mean that an anesthetist should 
perfect himself only in the administration of a single 
agent. A well-trained and experienced anesthetist 
should be expert and entirely at ease with any type 
of anesthesia so that the proficiency which comes with 
practice may be applied to whatever method or anes- 
thetic agent is indicated for each particular patient. 
The entire question of the training of anesthesiologists 
has in no small measure been made difficult and con- 
fusing by prejudices on both sides, those whole- 
heartedly in favor of and those unsympathetic with 
the anesthesiologist. This is but a natural event. It 
has occurred with the development of every new 
field and has in all probability certain value in pre- 
venting too rapid progress and at the same time pro- 
moting a desirable zeal on the part of those who are 
interested in advancing this specialty. Many of the 
prejudices within the group of anesthesiologists and 
without this group have now been largely overcome. 
It can be said with reasonable assurance that almost 
everyone today accepts the desirability of the anes- 
thesiologist. It is true that many objections are still 
raised in the terms of management difficulties, but 
hardly anyone today would be willing to say that the 
services of a thoroughly experienced and soundly 
trained anesthetist for a patient requiring an operation 
of major magnitude and of doubtful risk would not 
be preferable to any other type of anesthetist. 

Many of the difficulties and conflicts about the 
anesthetist undoubtedly have been prompted by the 
overenthusiastic anesthesiologist who would literally 
change things overnight, not only an impractical view- 
point but one incapable of attainment. Hardly anyone 
would fail to agree that it will take years of gradual 
and evolutionary development in the field of anesthesia 
to train and make available the number of anesthesiolo- 
gists necessary to meet the demand. Real progress, 
however, has been made and there are few places 
today where, even though anesthetists are not avail- 
able in sufficient numbers, there is not an attitude 
that it would be desirable, if possible, to have them. 
Such are the developments in surgery that even the 
most prejudiced advocate of the continuation of non- 
professional anesthesia would agree that some of the 
newest surgical procedures developed in recent years 
would not have been possible without the aid of spe- 
cially trained physician-anesthetists. 
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Experience makes one vividly aware of the ex- 
tensive changes which have taken place in the way 
of widening the field of surgical approach to hitherto 
unapproachable regions, in the field of application of 
extensive surgical procedures to bad risk patients, 
and in the field of elderly patients who in the past 
were denied many operations which can now be 
applied. It was said that no patient over 60 years 
of age should have an abdominal-sacral removal of a 
cancer of the rectum, but, because of his age and the 
serious character of the risk, should have only the 
local posterior approach. As a result, not only because 
of improved surgical measures and surgical technics, 
but in a very large measure because of the anesthesiolo- 
gist’s aid in producing anesthesia and supporting these 
patients, it is now possible to do this operation in the 
age group between 80 and 88. 

In evaluation of this situation one has to con- 
sider how the anesthesiologist can aid the surgeon to 
visualize the benefits which react not only to the sur- 
gery but to the surgeon by having an anesthesiologist. 
One has to consider the distractions of the surgeon’s 
attention which resulted in days gone by when his 
responsibility involved not only the operation itself 
but also the anesthesia and the patient’s general con- 
dition. The unwillingness of many surgeons in the 
past to relinquish these unnecessary responsibilities 
and to delegate them to the anesthesiologist was a 
cause of some of the obstructions to the development 
of the physician-anesthetist, and this condition still 
exists in some quarters. 

Through the years one is conscious of the benefits 
which can be obtained by the complete divorcing of 
the surgeon’s attention from the maintenance of relaxa- 
tion and responsibility for the patient’s general care. I 
am extremely conscious of how much more easily I can 
concentrate on some of the difficult technical details 
in operation since the anesthetist has assumed the 
above-mentioned responsibilities. In addition to this, 
one has only to think of the necessity for complete 
relaxation, wide exposures, dry fields, and good light 
to realize their importance in making modern surgery 
technically possible. 

I feel very sure that anesthesiologists, by means 
of their endotracheal tubes providing free airways and 
producing cadaveric quietness of the neck, with ab- 
sence of pulmonary congestion and excessive bleeding 
in the operative field, have contributed much to the 
excellent results which have been obtained by many 
in the field of thyroid surgery. I am certain, as I have 
watched the progress in the fields of neurosurgery, 
thoracic surgery, intracranial surgery, and intraspinal 
surgery, that the relaxation, the maintenance of favor- 
able operative conditions, and the ability to maintain 
anesthesia without too much disturbance of the pa- 
tient’s physiologic state, even when placed in almost 
impossible positions, are in a large measure due to the 
adyances in anesthesia. Many of the thoracic, cardio- 
vascular, and pulmonary problems have in no small 
part been greatly aided by improvement not only of 
anesthetic methods but of the anesthetist. 

Not only have anesthesiologists increased the ac- 
complishments of surgery, but they have aided the 
surgeon himself. I can recall how much the more seri- 
ous surgical operations used to take out of the surgeon 
than they do today, although today’s operations are 
often more extensive than those of the past. The good 
relaxation and the complete freedom from apprehen- 
sion on the part of the surgeon about the patient’s 
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general condition are responsible. I know of nothing 
in a surgeon’s life which is so emotionally upsetting 
and nervously exhausting as to be faced with the re- 
sponsibility for a human life when he is constantly 
aware of a patient’s rapidly failing condition and an 
impending table death. I doubt if there exists a surgeon 
who is so hardened as not to have been upset by the 
need to complete a surgical procedure on a _ patient 
when he was conscious of the possibility or probability 
of a table fatality. 

Surgeons are often thought of as courageous 
persons, and it is true that a brave exterior is usually 
presented. However, underneath the calm surface I 
am sure that there often resides a badly troubled con- 
science and a wish that some one was at hand to help 
him in supporting the patient and to share the responsi- 
bility. If these statements seem dramatic they are 
presented only with a desire to reveal the psychologic 
benefit to the surgeon of being able to shunt some 
responsibility on the control of conditions during opera- 
tion onto the infinitely more competent shoulders of 
the anesthetist. 

In comparing one’s own experiences with major 
procedures today with those of years gone by when 
the anesthetist’s responsibility was almost solely that 
of maintaining a painless sleep for the patient, certain 
facts come to mind. It was common in the past for 
patients having major surgical procedures to leave 
the operating table cold, blue, wet and in surgical 
shock. Efforts to combat this state often were not 
undertaken until the changes had become irreversible. 
Practically no patient today, no matter how extensive 
the procedure, leaves the operating table in such a 
state. Instead even after operative procedures lasting 
3, 4, and 5 hours, they leave the table warm, pink, and 
dry. Such is the ability of the anesthesiologist, charged 
as he is with the patient’s general condition, to maintain 
it by drugs, fluid, blood, and position, that rarely does 
irreversible shock occur. 

In support of the training of a greater number of 
physician-anesthetists, one has to think only of the 
increasing variety of agents yearly becoming available 
in anesthesia and the ever widening burden of responsi- 
bility which is being placed upon the shoulders of the 
anesthetist. Recently results of the treatment of cardiac 
arrest on the operating table have been published. In 
one clinic seven of fifteen patients have had their heart 
action successfully restored and in sufficient time to 
retain a clear and normal mentality. Here is an excel- 
lent example of real need for an anesthesiologist 
because upon his shoulders rests the responsibility in 
most cases for the discovery and diagnosis of the 
cardiac arrest early enough that there is sufficient time 
to restore heart action before cerebral damage has 
taken place. 

The developments in surgery and anesthesia fields 
are such that it is impossible for the surgeon to keep 
himself completely informed in both fields. To realize 
this one has only to think of the matter of transfusions 
and the need for some one who has the interest and 
experience to be responsible for proper blood grouping, 
cross matching, the avoidance of mismatched blood, 
and the prompt management of the complications of 
mismatched blood should they occur; one has to think 
only of the almost complete elimination of postopera- 
tive pneumonia since the responsibility for the technical 
management and relief of pulmonary atelectasis by 
suction bronchoscopy and endotracheal aspiration has 
been placed in the hands of the anesthetist. 
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Anesthesia is a practical subject and anesthesiolo- 
gists cannot be trained in a laboratory. It is a field 
in which practical experience must be had with actual 
patients even to a greater degree, if possible, than in 
surgery itself. And so the training of an anesthetist 
will always be the responsibility of already trained 
anesthesiologists. It is for that reason that it is my 
firm belief, particularly because of the inadequate 
number of anesthetists now available, that it is the 
serious responsibility of every anesthesiologist to con- 
duct a training program to the limit of his capacity. 
This program should provide instruction by lectures 
and by selected reading, but particularly the actual 
opportunity under trained and experienced anesthetists 
for the student anesthetist to become expert in all of 
the branches of anesthesia. 


The place of the anesthetist in the surgical team 
from the point of view of responsibility is an important 
one. No anesthetist will function successfully when the 
attitude of the surgeon is that the anesthetist is a 
necessary but undesirable adjunct. When the attitude 
of the surgeon is not that of placing the ability and 
the opinion of that anesthetist on the same level with 
his own, the anesthetist’s value will be seriously com- 
promised. If the attitude of the surgeon, when a 
difficult operation of great surgical magnitude is suc- 
cessfully completed, is not that a good part of the 
success of the operation is attributable to the anesthetist 
and his methods, the anesthetist’s value will again be 
compromised. 

While observing the relationship to patients, | 
have been made very conscious of how necessary it 
is for the anesthesiologist to be kind, patient, and con- 
siderate. He is the one who visits the patient before 
operation. He is the one upon whom the patient de- 
pends for the protection from pain, and for emotional 
shielding during the operative procedure. It is he who 
must remember the night before operation that the 
patient is in a state of high-strung apprehension, 
sensitive to rude shock or rough approaches, and that 
no one, not even the surgeon, has a greater opportunity 
to establish relationships of trust and confidence than 
he does at that time. 

Not only is it important, I believe, for the anes- 
thesiologist to identify himself to the patient prior to 
operation, but it is of the greatest value, not only from 
the patient’s point of view and comfort but from his 
own, for him to establish, if possible, relationships with 
the patient after operation. It not only permits him 
to be aware of postoperative complications, but also 
identifies him in the patient’s mind, as it properly 
should, as the person who carried him so comfortably 
through an ordeal about which he had undoubtedly 
suffered considerable apprehension. This relationship 
establishes something that is important to every doctor 
—a rewarding gratitude on the patient’s part. It also 
establishes his specialty branch in a position of de- 
served dignity. 

The advances made in surgery in recent years 
have been equalled by those made in anesthesiology 
and there is little doubt that there is an interdependency 
in the progress of those two specialties. Many surgical 
procedures are now commonly performed which a few 
years ago would have been considered impossible 
because of inability to maintain anesthesia without too 
much disturbance of physiologic functions. The value 
of the anesthesiologist in the management of special 
problems in the operating room and in widening the 
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scope and decreasing the hazards of surgery, is almost 
universally accepted. His function in obtaining surgical 
relaxation, or his blame for lack of it, is well recog- 
nized by surgeons everywhere. The many important 
services which the anesthesiologist can render to 
patients outside of the operating room are not so well 
known. In fact, the valuable services which he can 


render in addition to the actual administration of the 
anesthetic, in the operating room are often unappre- 
ciated both by surgeons and by anesthesiologists. 


It might be said that sometimes a sort of vicious 
circle has developed in the relation of anesthesiologists 
and surgeons in the care of patients. The anesthesi- 
ologist is prone to assume the attitude that he is in a 
technical position and is kept in such a position by the 
surgeon, and hence has no incentive to broaden the 
horizon of his field of service. The surgeon, on the 
other hand, sees that the anesthesiologist renders a 
technical service and oftentimes a very good one, but 
he sees little or no manifestation of any other interest 
in the care of the patient. Hence, he is often quite 
right in his assumption that the anesthesiologist is only 
a technician who is either incapable of assuming or 
unwilling to assume other responsibilities. 

Anesthesiologists must recognize, and fortunately 
many of them are now recognizing, the fact that their 
acceptance on a full consultant basis depends on more 
than the attitude of the surgeon. They must accept 
the responsibility that the word consultant implies ; this 
involves effort, thought, and time. It is easy to be a 
technician, to perfect oneself in the execution of a 
limited technical job without much thought of its 
relation to the entire problem. This allows more time 
for golf, but it does not carry with it the satisfaction 
and opportunities for service such as are afforded by 
willingness to prepare oneself to assume the responsi- 
bilities which are usually so readily given once proof 
of ability is established. 

We might properly consider just what are some 
of these services, other than the conduct of a safe and 
satisfactory anesthesia, that the anesthetist is peculiarly 
fitted to render to surgical patients. We must not forget 
that the most important single attribute of an anesthesi- 
ologist is his ability to administer skillfully the proper 
anesthetic agent for the proposed operation. All his 
other attributes and responsibilities are but by-products 
of this function. The number one reason for his 
existence is his ability to so conduct the anesthesia 
that the surgical procedure can be performed with 
facility and with the greatest degree of safety to the 
patient. 

In order to conduct this anesthesia properly, the 
anesthesiologist must not only be aware of the agents 
and methods that will cause the least physiologic dis- 
turbance to the patient, but also he must understand 
the problems and difficulties with which a surgeon has 
to contend. He must share with the surgeon the realiza- 
tion that their goal is the same. Appreciation of the 
surgeon’s problem must go further than the immediate 
situation. It entails a fundamental knowledge of sur- 
gery sufficient to enable him to appreciate and to weigh 
properly the surgical risks and hazards as well as the 
ultimate aims to be accomplished by the operation. 

The final criterion of all clinical work is not the 
proper selection of the anesthetic or the brilliant per- 
formance of the operation, but the postoperative con- 
dition of the patient. An appreciation of the surgical 
problems and weighing of the relative risks may some- 
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times result.in selecting agents or methods which might 
be considered more hazardous than another usable agent 
or method. Yet by the increased facility with which 
the technical procedures can be accomplished, the 
over-all risk to the patient may be lessened. 

For the sake of convenience we may consider 
the role of the anesthetist in the care of surgical 
patients under three heads: Preoperative, operative, 
and postoperative. Every surgical patient should be 
seen by an anesthesiologist prior to operation. This 
visit involves a great deal more than just a routine 
order for preoperative medication, and perhaps obtain- 
ing of the patient’s home address for the purpose of 
billing. The anesthesiologist should make a real evalua- 
tion of the patient’s surgical and anesthetic risk. He 
should carefully review the history and physical find- 
ings for the factors which may adversely affect the 
anesthetic or surgical course, after which time he 
should personally interview the patient. This preanes- 
thetic interview is of inestimable value in allaying 
the patient’s fear and in convincing him that he can 
be carried safely and comfortably through the opera- 
tive procedure and that he need not anticipate pain or 
discomfort to any degree or psychic apprehension 
postoperatively. 

Although the surgeon and the anesthesiologist 
share responsibility for the success of the surgical 
procedure, in certain aspects the responsibility of the 
anesthesiologist should be individual. Ideally this should 
be true with reference to the selection of the anesthetic 
agent and method. This presupposes that the anes- 
thesiologist is sufficiently aware of the surgeon’s prob- 
lem and has sufficient general medical background to 
evaluate properly the physical state of the patient. 
Only with due consideration of the surgeon, the anes- 
thetic risk, and appreciation of the ultimate goal toward 
which the entire treatment is directed, is the anesthetist 
in a position to represent the final authority in the 
selection of anesthetic agents and methods. 

A large proportion of the service rendered by the 
anesthesiologist during the course of surgery is the 
supportive treatment. Maintenance of as nearly normal 
physiology as possible can well be carried into the 
early postoperative field. The anesthesiologist’s famili- 
arity with treatment of all types of circulatory and 
respiratory depressions can be of real value in the 
management of postoperative shock. As mentioned 
before, this implies a fundamental knowledge of fluid 
therapy. The anesthesiologist’s familiarity with the 
patient’s reaction to the preanesthetic medication, as 
well as with the state of his circulatory and respiratory 
systems following surgery, enables him to evaluate 
properly the amount of ‘postoperative sedation. 

The anesthesiologist is familiar with the handling 
of gases and with respiratory physiology. He is called 
upon to assume responsibility for inhalation therapy 
since his interest is already along those lines and may 
result in an improvement of this service. He is also 
called upon to treat various forms of drug depression 
almost daily in the operating room. This experience 
can be of value in the treatment of all types of drug 
depression outside of the operating room. 


SUMMARY AND CONCLUSION 


The anesthesiologist has won for himself a real 
place as a consultant. There is an increasing demand 
throughout the country for professional anesthesiolo- 
gists. Their value in the operating room, in the main- 
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tenance of satisfactory working conditions for the 
surgeons, is well established. The broad field outside 
the actual administration of anesthetics in which anes- 
thesiologists can be of real service is not yet so widely 
recognized. 

A word of admonition to both anesthetist and 
surgeon might be in order. The anesthesiologist is a 
true consultant; that is to say that he rarely renders 
service except at the request of other physicians. No 
other specialty, with perhaps the exception of radiology, 
is so completely dependent for its existence upon the 
referral of work from colleagues. This relationship 
imposes certain limitations upon the individual who 
practices the specialty of anesthesiology; it also im- 
poses well-defined obligations upon him. He must have 
a sound general knowledge of most branches of medi- 
cine, and he must know his own thoroughly and 
completely. He must not forget that he is a consultant 
who is called upon for a service, and he must not be 
too free with advice in other fields. He must recognize 
his limitations in fields outside his own and must always 


INHALATION ANESTHESIA IN 


CHEST SURCGERY—WALSH 

have the same respect for the opinion of those whose 
special interest and training are in other fields that 
he demands for his own. Furthermore, the anesthesi- 
ologist must not forget that his acceptance as a con- 
sultant implies an ability and a willingness to accept 
this role. 

On the other hand, it could be said with equal 
emphasis to the surgeon that he should appreciate 
and understand the technical problems with which 
the anesthesiologist must deal. He must realize that if 
anesthesiology is to maintain its position as something 
more than a purely technical service, it must be allowed 
to expand, and that the anesthesiologist, once he has 
demonstrated his ability and willingness to accept the 
role as a consultant, must be treated as one. 

The relationship between surgeons and anesthesi- 
ologists must be one of mutual professional confidence, 
understanding, frankness, honesty, and courtesy, with 
fair-mindedness on both sides. 


514 Beacon St. 
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Inhalation Anesthesia in Chest Surgery 
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Philadelphia 


One of the chief problems in the early develop- 
ment of thoracic surgery was the danger of asphyxia 
or lung collapse upon opening the pleural cavity. Gra- 
ham as late as 1918 maintained that the largest allow- 
able opening in the chest was 5 x 10 cm. Sauerbruch, 
the father of thoracic surgery, had in 1904 introduced 
a reduced pressure cabinet, resembling somewhat the 
modern iron lung, to obtain a larger pleural opening 
without precipitating pulmonary collapse. This cham- 
ber, designed to preserve the negative pressure of the 
pleural cavity, enclosed completely the surgeon, his 
assistant, and the patient’s body, with only the head of 
the patient remaining outside. Willie Meyer, at about 
the same time, developed a universal differential cabi- 
net with which either positive or negative pressure 
could be employed. Macewen in 1906 found that the 
pleural cavity could be opened safely if the opening 
was made on the lower part of the chest, with the 
opening side down. Endotracheal insufflation, using a 
small catheter and at a pressure of about 20 mm. of 
mercury, which prevented lung collapse, was introduced 
by Elsburg in 1909. McKesson, in 1910, invented a 
machine which delivered gases at predetermined pres- 
sures. Endotracheal inhalation anesthesia, the begin- 
ning of modern procedures used in thoracic surgery, 
was initiated by Magill in 1920." 

In the 1930’s, American surgeons,?* and _ later 
Kirschner* in Germany, reported the opening of the 
chest without positive pressure in operations within the 
pleural cavity. Killian’s*® experiments indicated that 


shift of the mediastinal vessels, not collapse of the 
lung, caused death. If the disease process held the 
lung and mediastinum rigid, distress would not follow 
opening of the pleural cavity, but if the mediastinum 
acted as the flap, distress followed immediately upon 
opening. These facts were recorded by Murphy* in 
1898, but their importance was overlooked. 

The theories of the thoracic surgeons in regard 
to open pneumothorax operations received a profound 
shock during the years following 1930, when more 
and more major thoracotomies were performed under 
spinal analgesia. The patient usually breathed without 
distress and showed little or no cyanosis during pro- 
longed lobectomies. It was obvious that a factor which 
produced disastrous results from mediastinal flutter 
was present under inhalation anesthesia and in an 
unanesthetized patient, but absent under spinal anes- 
thesia. 

Killian® demonstrated by animal experimentation 
a reflex mechanism arising from receptors in the lung 
and in the costal joints, which regulated the tone of 
respiratory muscles according to the momentary re- 
quirements of oxygen by the body. This reflex was 
particularly sensitive to deflation of the lung, providing 
vital respiratory excursions of the diaphragm and 
hypertonus of the intercostal muscles on both sides 
of the body when collapse occurred. Under spinal 
analgesia, however, the sensory side of this arc, which 
follows the intercostal nerve to the respiratory centers, 
was broken and the mechanism of adjustment did not 
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appear, so that quiet respirations persisted in spite of 
the pulmonary collapse. As a correlary to these facts 
it followed that much of the mediastinal movement 
under inhalation anesthesia was due to the violent 
respiratory excursions reflexly produced on the same 
and the contralateral side of the thorax by collapse 
of the lung. In addition when the reflex mechanism 
has been excited suboxygenation results from the vio- 
lent but inefficient respiratory movements. 


If thoracic surgery was to progress it was essen- 
tial to find a method which would overcome this reflex 
and disturbance of respiration. The method of posi- 
tive pressure anesthesia remained open to the anes- 
thetist, for by keeping the lungs inflated it prevented 
the onset of violent respiratory movements and hyper- 
tonus of the respiratory muscles. However the main 
disadvantage of this method was that the lungs re- 
mained inflated, producing a circulatory shunt and a 
rise of the carbon dioxide tension of the arterial blood. 
Furthermore the inflated lungs sometimes interfered 
with the operating technic of the surgeon. Preopera- 
tive artificial pneumothorax was advocated by Over- 
holt? for the purpose of accustoming the patient to 
reduced lung capacity. Other workers used substances 
such as tale in the pleural cavity to produce artificial 
pleural adhesions. This procedure was aimed at pre- 
venting the collapse of the upper lobes during lower 
lobectomies. 


In thoracic surgical work at the Osteopathic Hos- 
pital of Philadelphia the following method of adminis- 
tering inhalation anesthesia is followed: 


The patient comes to the operating room on a 
carrier and immediately is given an intravenous trans- 
fusion of saline. A syringe containing either 2.5 or 5 
per cent Pentothal sodium solution is attached to the 
intravenous apparatus. After examination of the pa- 
tient’s orifice and determining which side of the chest 
is to be opened, the anesthetic is administered with 
the patient in a supine position. At this point, either 
direct vision or blind endotracheal intubation is ef- 
fected by the following method. 


With the direct vision approach, we use a Flagg 
laryngoscope and either a plastic catheter, a rubber 
catheter, or an interwoven catheter with varnish finish. 
In my cases I prefer to have the inflatable cuff attached 
to the endotracheal tubes. During direct intubation an 
anesthesia jelly is used on the catheter and as it is 
being inserted we place the cuff about “% inch below 
the vocal cords. If the operator does not choose to use 
the inflatable cuff, the largest size catheter than can 
be used with comfort is inserted. This blocks off as 
much of the tracheal air as possible, and allows only a 
minimum amount of air to escape by way of the cords. 


The laryngoscope is withdrawn and the endotra- 
cheal tube projects into the conventional mask which 
is placed over the mouth and nose, and the patient 
is prepared for operation. If at any time during 
this procedure the patient becomes active, a small 
additional amount of Pentothal sodium is added to 
the continuous drip intravenous solution until the 
patient is taken down to the desired level of quietness. 


At this point the patient is transferred to the main 
operating table and placed in a more or less kidney 
position, with the diseased side uppermost. The posi- 
tion of the patient is of the utmost importance inas- 
much as we do not use the conventional thoracic 
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surgical table, but the conventional operating table. 
For example, if the left side is the diseased area the 
patient’s left side will be uppermost. The right leg 
is bent back upon itself and a pillow placed upon it, 
and the left leg, or upper leg, will be held straight 
down along the table. The patient’s hips are then 
strapped in this position with adhesive tape. The 
shoulders are brought back to the edge of the table 
with both arms free. The right or dependent arm is 
used for the intravenous saline and Pentothal sodium 


administration. This permits the left arm to be freely 


movable and readily placed in any position the surgeon 
desires, so that he may have the proper room for opera- 
tive procedures. 

At this time the balloon of the endotracheal tube 
is inflated so that the trachea is completely sealed off 
and the system is airtight or closed. Now the inhala- 
tion anesthesia is begun using a combination of nitrous 
oxide, 90 per cent and oxygen, 10 per cent. Anes- 
thesia is maintained as in any other conventional 
operation by the use of a machine enclosed system. The 
surgeon now begins the operation and the patient is 
kept on nitrous oxide-oxygen anesthesia until the entire 
chest wall has been incised down to the pleural cavity. 
This permits the surgeon the use of a diathermy appa- 
ratus, a Bovie machine or a Cauterodyne, or any other 
electrosurgical unit he may desire, to seal off the 
bleeding points in the superficial chest wall. At this 
point, when the surgeon is ready to perform the surgi- 
cal pneumothorax, ether is added to the anesthesia. 


As the pneumothorax is completed, the anesthetist 
immediately maintains respiration by manual force or 
manipulation of the bag so that the lung will not 
collapse completely. As the operative procedure pro- 
gresses the lung is greatly decompressed, to give the 
operator access to the entire field and a clear view 
of the operative area. If the operation is to be con- 
tinued for a long period, then the surgeon interrupts 
the procedure about every 20 minutes so that the lung 
can be reinflated to prevent atelectasis on the affected 
side. The lung is inflated with oxygen and helium 
and maintained for 2 or 3 minutes until it protrudes 
from the wound or the operative field. The lung is 
then allowed to collapse and the operation continues. 
When the operative procedure is pneumonectomy, 
complete removal of the lung, this procedure is omitted 
inasmuch as it is not necessary to keep lung tissue 
alive that is going to be removed. 


The ether-oxygen anesthesia is continued through- 
out the procedure until the surgeon is ready to close 
the incision. At this point the nitrous oxide-oxygen 
combination is again used to permit the patient to 
emerge as much as possible, so that by the time the 
skin sutures are being applied he may even be moving 
slightly. This is desirable because the endotracheal 
equipment and airways must be removed as quickly 
as: possible, so that the patient does not develop edema 
of the trachea necessitating tracheotomy. 


The patient is then returned to his roem, with 
the endotracheal tube still in place, but the cuff deflated 
to take pressure off the trachea. Aspiration is per- 
formed every 15 minutes postoperatively to prevent 
secretions from forming or collecting in the trachea 
to cause respiratory embarrassment of either lung. 


There are many and various technics for main- 
taining positive pressure during thoracic surgery. The 
current trend in new equipment is aimed at abolishing 
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the manual manipulation of the bag by the anesthetist 


and toward depending solely upon the pressure mecha- 
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nism and reactions of the lung. 
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Low-Dose Spinal Anesthesia for Cesarean Section 


MAHLON L. PONITZ, D.O. 
Detroit 


INTRODUCTION 


“What anesthetic are you going to give me, 
doctor ?” 

Such a question has been asked of each of you 
who are vitally interested in anesthesiology. And how 
did you respond to the question? Were you limited 
in your choice of anesthesia because of lack of applica- 
tion on your part, lack of ability to perform various 
technics, ebbing confidence in yourself, geographic 
factors influencing choice, or possibly the surgeon’s 
viewpoint ? 

Why do you choose a particular anesthetic technic 
or procedure’ Is it because you were trained along a 
particular line of reasoning, many times peculiar to a 
certain area of the country? Or is it because you 
have failed to advance yourself through postgraduate 
education, periodicals, and new books? 

The next time an obstetric patient asks “What 
anesthetic are you going to give me?” it is your duty 
as an anesthesiologist to be able to answer that you 
will administer the very best agent by the procedure 
designed to give the greatest margin of safety. It 
should be pleasant to the patient and meet the require- 
ments for the conduct of the surgery. Operation should 
be completed as rapidly as possible so that the infant 
will be subjected to the least amount of anesthetic 
agent and its toxic properties. 

At the Art Centre Hospital members of the De- 
partment of Anesthesiology gave some 175 low-dose 
spinal anesthesias for cesarean section from December, 
1946, to August, 1951. An almost equal number of 
anesthesias for cesarean section were divided between 
inhalation of cyclopropane, and epidural and continu- 
ous caudal conduction blocks. In this study we will 
confine our attention to the series of low-dose spinal 
blocks. 

PREOPERATIVE CONSIDERATIONS 

Patients receiving block anesthesia for cesarean 
section are given Delvinal sodium, 1% grains orally, 90 
minutes before surgery, and scopolamine, 1/200 grain 
45 minutes before surgery is scheduled to begin. Care- 
ful evaluation of the blood pressure, red blood-cell 
count, and hemoglobin is imperative. Extremes in 
blood pressure contraindicate spinal anesthesia. A 
hemoglobin finding of 80 per cent or 11.5 gm. and a 
red blood-cell count of 3,750,000 are necessary before 
we consider spinal block for cesarean section. Very 
often one’s anesthetic judgment must be relied upon 


when laboratory findings are not in accord with the 
patient’s physical condition. Anemia in any of its 
forms is adequate reason for rejecting spinal anes- 
thesia in favor of other technics. 

At times patients are mildly opposed to spinal 
anesthesia of any kind. If we feel that, because of 
existing conditions, the life of the fetus may depend 
on use of spinal technic, we attempt to guide the 
patient so that she voluntarily gives permission for its 
administration. Resuscitation of an infant with respira- 
tory embarrassment is often a difficult procedure, and 
to give the newborn fetus every aid during the first 
minutes and days of life, a conduction block is very 
often the anesthetic of choice, but spinal anesthesia is 
never forced upon anyone. 

Very often the cause for greatest fear is the 
thought of being awake and hearing conversation and 
the sounds of an operating room. This fear is easily 
allayed by promising the patient that she will be put 
to sleep before surgery begins. 

We have found low-dose spinal anesthesia an 
excellent choice for cesarean section in many cases, 
but at no time are the other methods of anesthetization 
neglected, nor is the patient fitted into the spinal 
anesthesia pattern. Continuous caudal, lumbar epi- 
dural, local infiltration with inhalation supplement, and 
cyclopropane are all methods worthy of consideration. 


SPINAL ANESTHESIA 

As formerly administered, spinal anesthesia in 
obstetrics was a very dangerous procedure and was 
responsible for many maternal deaths... Now it ap- 
pears as if the fatalities were due to overdosage. It 
took some years of observation and many fatalities 
before the general opinion was formed that the gravid 
patient is especially receptive and vulnerable to the 
effects of spinal anesthesia. Gradually it evolved that 
the usually effective dosage for the pregnant woman 
was one-half or less the usual dose for the nongravid 
woman. Safety for the mother and for the child has 
been increased greatly. As a result spinal anesthesia 
in obstetrics has gained tremendously in popularity, 
until today, it is practiced in some places to the exclu- 
sion of other methods. Certainly, it is ideal for the 
infant, reducing fetal asphyxia to a minimum. 

Vascular collapse or obstetric shock has a reported 
incidence of 2.6 to 7.7 per cent. The exact cause is 
unknown but Dieckmann’ believes the fault lies in 
some nervous instability as a result of which blood 
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collects in the mesenteric capillaries. The possible 
occurrence of such cases indicates the need for careful 
determination of the blood pressure immediately before 
injection of a spinal anesthetic, for the accompanying 
spinal anesthesia superimposed upon an already exist- 
ing circulatory depression constitutes a grave danger. 
These patients usually respond to vasopressor drugs 
and oxygen administration; endotracheal intubation 
should be available. We have observed three cases of 
vascular collapse in 175 cases of cesarean section in 
which the blood pressure has fallen below 40 mm. 
of mercury. 

The importance of careful supervision of blood 
pressure, pulse, and respiration cannot be too strongly 
emphasized. The blood pressure should be determined 
before the anesthetic agent is injected and repeated 
every 2 to 5 minutes, and a record should be kept so 
that changes may be readily noticed. Vasopressor 
substances should be used before the block is  per- 
formed, and certainly subsequent doses of analeptics 
should be administered during surgery if necessary to 
support blood pressure, blood volume, and prevent 
fetal hypoxia. 

Using the blood pressure at admission as a normal, 
we have found that the systolic pressure drops an 
average of 35 mm. of mercury and the diastolic drops 
20 mm. Considering the effects of premedication on 
blood pressure, this is minimal. As a rule, little addi- 
tional vasopressor medication is needed before the birth 
of the baby as the pulse remains of very good quality, 
and as soon as the infant is delivered, the blood pres- 
sure assumes the preoperative level. Additional vaso- 
pressor medication was deemed necessary in 35 cases 
(20 per cent). 

At the Art Centre Hospital the anesthesiologists 
are indeed fortunate in having rapid surgeons. The 
average time from the incision to the birth of the 
infant is 2 minutes and 10 seconds. We can almost 
routinely expect the infant to be born in 2 minutes or 
less. It is here that the value of teamwork is demon- 
strated. Rapid, sure surgery, with a minimum of lost 
motion on the part of the surgeon is paramount in 
obstetrics. To this “anesthesiology is adding its mite 
in the saving of infants’ lives.””® 

The anesthesia produced by the spinal route occa- 
sionally is not totally effective. We have found this 
to be no great disadvantage as it can readily be supple- 
mented with minimal cyclopropane, or a Pentothal 
drip of 0.2 per cent dilution. During the past year 
and a half we have been starting a continuous drip 
solution or Pentothal Sodium, 0.2 per cent, at the rate 
of 30 drops per minute just before the surgery begins. 
This quiets the patient but does not put her to sleep. 
It also aids in stabilizing blood pressure. Following 
the birth of the infant, the drip is either discontinued 
for the stable patient or increased to about 90 drops 
a minute. On increasing the dose of Pentothal, the 
patient sleeps through the remainder of the surgery 
but is usually awake when she leaves the operating 
room. 


When the patient is brought to the operating room, 
the pulse is checked and she assumes the right lateral 
position. If the pulse is 80 or less, ephedrine, 34 grain, 
is administered. If the pulse is 80 to 90, Methedrine, 
20 mg., is given, and if the pulse is above 90, Neo- 
Synephrine, 4 cc. (1 per cent), is used. This schedule 
for analeptic drug is proving very effective for us. 


Journal A.O.A. 
Jol. 52, No. 2 


The circulatory effects* of pressor drugs have 
been subjected to much careful analysis. These sub- 
stances can be divided into two broad categories. The 
first, which includes epinephrine, Methedrine, and 
ephedrine, is characterized by an action on the heart 
resulting in an increased stroke volume and heart rate 
and cortical stimulation. There is at the same time a 
diminution in total peripheral resistance indicating 
vasodilation somewhere. The second group, in which 
belong Neo-Synephrine and Methoxamine, causes 
little or no increase of cardiac output but a distinct 
rise in total peripheral resistance. This apparent con- 
strictor action appears to be exerted on both the arterial 
and venous systems. In the majority of instances, the 
pulse rate is slowed following the administration of 
these drugs. This is a very different type of pressor 
activity from that which has been described for epi- 
nephrine and ephedrine. 

TECHNIC 

Under aseptic precautions, the initial skin wheal 
is made with Monocaine, between the third and fourth 
lumbar spinal interspace. Very infrequently is the 
second and third lumbar interspace chosen, and then 
because of anatomic variations, obesity, scoliosis, or 
lordosis. A 22 gauge B-D spinal needle is used for the 
entrance into the subarachnoid space. With the needle 
in this interspace, the drug will reach to a level of sen- 
sory anesthesia, just above the umbilicus and_ will 
produce the desired level of anesthesia with a minimal 
amount of anesthetic agent. 

Two cc. of spinal fluid are withdrawn and 100 
mg. of Monocaine are dissolved. Using the calibrations 
on the standard 2 or 3 cc. syringe, each line is equiva- 
lent to 10 mg. of Monocaine. Therefore, two cc. equals 
100 mg. of Monocaine, and 1 cc. contains 50 mg. of 
Monocaine. Each unit of measurement beyond that 
reduces dosage by another 10 mg. of Monocaine. Usu- 
ally less than 1 cc. of this solution (or less than 50 
mg.) is injected intrathecally. The patient is then 
turned on her back and placed in no more than a 5 
degree Trendelenburg position ; often the table remains 
level. The site of injection, spinal curve, dose, rate of 
injection, and amount of barbotage are factors deter- 
mining degree of Trendelenburg. During the time 
required for the block to become established, the ab- 
dominal field is prepared and draped. 

The blood pressure, pulse, color, and respiration 
are determined every 5 minutes or oftener if necessary. 
Additional vasopressor substance is given either intra- 
venously or intramuscularly, as the condition dictates. 
Oxygen is administered throughout the procedure. 


It might be of interest to know that in this group 
of 175 patients, the anesthetic was administered by 
eight different individuals, three of whom are certified 
in anesthesiology, and the remaining five residents in 
training. There is a standard technic and it is closely 
followed by all. Residents in training tend to use a 
slightly larger dose than their more experienced asso- 
ciates. 

In the series of 175 cases of cesarean section 
performed by surgeons at the Art Centre Hospital, 
the average total dose was 38 mg. of Monocaine. The 
greatest amount of Monocaine used in this group was 
80 mg. In this case a large ventral hernia was 
repaired in a woman weighing some 250 pounds; « 
viable infant was extracted before the repair. The 
smallest dose of Monocaine used was 15 mg. 
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The surgery in the majority of these cases was 
done by one member of the obstetrical department and 
three members of the surgical department. The aver- 
age operating time for cesarean sections is 32 minutes. 

POSTOPERATIVE FOLLOWUP 

Determining the actual effective duration of spinal 
block anesthesia for section is rather difficult. Some 10 
minutes elapse from the time the block is given and 
the surgical field is prepared until the patient is ready 
for the incision. To this must be added the time neces- 
sary for closure of the skin. Therefore one must 
maintain an adequate level of analgesia for a hypo- 
thetical minimum of 20 minutes over and above the 
actual operating time. 

The cooperation of patients and nurses was en- 
gaged to help arrive at the most nearly accurate figure 
possible for the duration of analgesia. Both nurses 
and patients were instructed in what we were attempt- 
ing to find. The patient was asked to call the nurse 
when the upper portion of the incision began to bother 
her, and the nurse was asked to respond immediately 
and pinch a skin area lateral to the uppermost part 
of the incision to test sensitivity. With this sort of 
help we have been able to determine fairly accurately 
the average duration of analgesia in cesarean section 
when minimal dosage spinal anesthesia is used. This 
duration has been found to be approximately 57 
minutes when an average of 38 mg. of Monocaine 
is used. 

There have been no complete failures in our 
series. Inadequate level of anesthesia or discomfort 
to the patient to the point of being objectionable has 
been present in 18 cases. This was readily relieved by 
a continuous drip of 0.2 per cent Pentothal Sodium or 
by cyclopropane. Supplementing a block need never 
be embarrassing unless the anesthetist frequently fails 
in obtaining a good spinal puncture and injects the 
anesthetic solution with the hope that it will work. It 
rarely does. 

In the training of residents in anesthesiology, one 
must constantly strive for a relatively simple technic, 
easily mastered ; a minimum of pitfalls for the novice ; 
and a high degree of safety for the patient, the unborn 
infant, and the young anesthesiologist. I do not favor 
experimentation in any form by first year residents in 
anesthesiology. Their main objective during the train- 
ing period is to become firmly grounded in the basic 
technic and procedures of anesthesiology. They should 
acquire a very workable knowledge of the physiology, 
anatomy, and chemistry governing the anesthetic pro- 
cedure. It seems imperative to me for the young 
anesthesiologist to become well acquainted with the 
action of a minimal number of anesthetic drugs and 
to be their master, rather than have a scanty grasp 
of all of the drugs associated with anesthesia and be 
their slave. 

During subsequent years of training and experi- 
the anesthesiologist should explore fully the 
numerous agents for anesthesia and their properties 
and use. By the time of certification, he should be the 
complete master of the situation and be competent to 
use any accepted drug in the conduct of anesthesia. 


ence 


During the early period of this series of cases, we 
did not give intravenous fluids except when indicated. 
Later we began an infusion on all cases and believe 
that. the peace of mind that accompanies an infusion 
and an open vein is priceless. Thirty-five cases de- 
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veloped sufficient hypotension to necessitate additional 
vasopressor medication. There seemed to be no differ- 
ence in incidence of hypotension whether or not ad- 
ministration of a vasopressor substance had preceded 
the block. Three patients were given whole blood 
during surgery because it was felt that spinal block 
gave the patient and the infant the best possible chance 
for survival, even though hemoglobin level and erythro- 
cyte count contraindicated its use. We prefer to 
transfuse on the table during surgery rather than 
preceding surgery. 

Postoperative distention is almost nonexistent at 
Art Centre Hospital. Approximately 6 to 8 hours 
following surgery, the patient is ambulated, many 
times directly to the bathroom where she is able to 
urinate in many instances. Upon returning to bed 
she feels better because of the early activity. Post- 
operative catheterization, Wangensteen drainage, and 
Levin tubes are resorted to infrequently. 

Postspinal cephalgia was recorded in seven in- 
stances. Four of these were extremely severe and were 
not readily controlled. As a rule these cases respond 
to a fractional caudal injection of normal saline, or to 
an ergotrate and caffeine combination available com- 
mercially. Absolute bed rest is often the best treat- 
ment for persistent postspinal cephalgias. 


There were no neurologic complications in our 
series of cases although there are reports in the litera- 
ture of nervous system complications. Lull and Ullery® 
state that they believe that if the technic of fractional 
or single dose spinal anesthesia is meticulously carried 
out, complications will be reduced to a minimum. They 
feel very strongly that the use of these technics should 
not be condemned because complications occasionally 
occur, 

In our series 3 infants were stillborn and 3 deaths 
occurred in the neonatal period—from 9 hours to 5 
days postoperatively. None of the deaths was attrib- 
utable to the anesthesia. Four infants required endo- 
tracheal intubation for resuscitation. 


There was 1 maternal death in this group. A 
huge ventral hernia was repaired immediately after 
delivery of the infant. The conduct of the anesthesia 
was uneventful. The patient resisted and rejected all 
types of postoperative treatment because of religious 
scruples. Death due to chronic myocarditis and un- 
controllable shock occurred on the fourth postopera- 
tive day. 


THE NEWBORN FACTOR 

An infant may not show evidence of central 
depression until it becomes necessary for it to respire 
actively. Babies born of mothers who receive consider- 
able sedation and an inhalation anesthetic during labor 
frequently have more trouble maintaining a clear air- 
way and more often require resuscitation than do 
babies born of mothers who receive a block anesthesia. 
The possibility of greater infant salvage is the desired 
end result. 

Study of statistics is an important part of the 
conduct of our specialty and those associated with it. 
Such a study never fails to indicate that there is need 
for improvement. On occasion it is reassuring to find 
that the statistics of others are very similar to ours. 
Taken as a whole, statistics emphasize the necessity 
of careful evaluation of the risk for the infant, as well 
as for the mother, in undertaking a cesarean section. 
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Critical analysis of a series of cases will uncover 
erroneous conclusions about the .safety of section. 


Watts and his associates* present a very inter- 
esting review of the oxygen of the arterial blood in 
the newborn. The following are excerpts from their 
monumental study. 

Anoxia in newborn infants is thought to be dependent on 
the factors of prematurity, the trauma of labor, and the 
analgesia or anesthetic agents used. Much of the controversy 
regarding anoxia has concerned this latter factor. While 
it seems well accepted that use of excessive amounts of 
analgesia or anesthetic agents will be harmful to the newborn 
child especially if prolonged, it is controversial whether their 
moderate use is harmful. Henderson, Foster, and Eno have 
concluded that causes other than analgesic and anesthetic 
agents were found in over two-thirds of their clinically 
asphyxiated newborn infants. 

As pointed out by Lull and Hingson, an adequate supply 
of oxygen to the intrauterine fetus is dependent on the 
following physiological factors: there must be an adequate 
oxygen level of the maternal blood, there must be sufficient 
relaxation of the uterine musculature to permit placental filling, 
the placental attachment must be sufficient, circulation through 
the umbilical cord must be free, and there must be normal 
maternal blood pressure. . . .infant oxygenation is not seri- 
ously lowered if the mother is given short ether or chloroform 
anesthesia, but when nitrous oxide-oxygen mixtures are used, 
there is some degree of anoxia, moderate in the mother and 
marked in the infant, which parallels the concentration of the 
anesthetic gases used. When cyclopropane is used as the 
anesthetic agent, the maternal blood has a pronounced elevation 
of both arterial and venous oxygen levels, but in the blood 
of the newborn there is less oxygen than in those infants 
born under ether anesthesia. However, while ether anesthesia 
for the mother appears to give the most favorable results in 
the infant, we must recall that . . . if the ether anesthetic is 
maintained for any length of time, a grave apnea is produced, 
perhaps owing to the increased amounts of ether found in the 
blood of the newborn. 

When block anesthetics were used for the mother we 
had previously noted a much better respiratory response, better 
muscle tone and skin color in the infants as compared to those 
delivered under general anesthetics. . . . 

From these findings we believe that . . . infants born of 
mothers under block anesthetics do not have better oxygena- 
tion than those born after ether anesthetics but they are not 
hampered by the depression which occurs with general 
anesthetic agents. 


OUR IMMEDIATE FUTURE 

The pointed remarks quoted above have answered 

many questions for me, and I hope for you. It means 

to me that our problems of anesthesia are just begin- 
ning. Education must be our motto! 


Journal A.O.A. 
Vol. 52, No. 2 


First, we must start with ourselves. We must 
make ourselves competent. We must by means of 
study and practice, improve ourselves, make ourselves 
confident. We must see to it that we are worthy of 
our profession, our specialty, and our Society. 

Second, we must education the surgeons. No 
longer is it acceptable that the surgeon go unchallenged. 
His is just a part of the over-all picture; this with 
other specialties, comprises the complete product. Anes- 
thesiologists must demand that there be progress in 
surgical technic, ability, and knowledge as well as in 
their own. We must guide our surgeon associates so 
that they are constantly striving for a simplification of 
surgical technics with resultant decrease in operating 
time and concurrent decrease in anesthetic dosages and 
anesthetic time. We all know what this factor means 
to us in our work. We all know what effect dawdling 
surgery has on the fetus in utero. 

Third, we must educate the patient concerning 
the value of a physician-anesthesiologist. We must tell 
them exactly what our specialty embraces. We must 
explain to them about inhalation therapy, diagnostic 
and therapeutic blocks, resuscitation, obstetric anal- 
gesia, and surgical anesthesia. We must let them know 
that anesthesia is no longer synonymous with ether by 
the open drop method. 

Fourth, we must advance our specialty by ac- 
quainting the general practitioner with its value to him 
and to his patient. 

Finally, we must make our presence felt in our 
hospitals by the superior grade of work we do and by 
the number of services we are able to offer beyond 
that of surgical anesthesia. . 


SUMMARY AND CONCLUSION 

Cesarean section is a safe operation when per- 
formed under minimal dose spinal anesthesia. Maternal 
mortality approaches zero; infant mortality is higher 
than following vaginal delivery, but slightly lower 
than when block anesthesia is used. A careful review 
of 175 cesarean sections under minimal-dose spinal 
anesthesia was made in the hope of stimulating other 
anesthesiologists in the use of this accepted technic. 

In most patients clinical experience continues to 
prove that untoward effects of all anesthetic agents 
tend to occur with increasing frequency with larger 
doses. Therefore, the judicious use of a small dose of 
an agent capable of producing the desired anesthesia 
and degree of relaxation increases the margin of safety. 
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Inhalation Anesthesia in the Poor Risk Patient 


FRANCIS J. SMITH, D.O. 
Philadelphia 


The term “poor risk” is used in this paper to 
refer to a patient after careful evaluation of his physi- 
cal condition has shown a marked deviation from the 
normal in one or more of the body systems. In choos- 
ing an anesthetic agent for the poor risk patient one 
must consider carefully to what extent the agent or 
agents will affect the physiologic processes already 
impaired. It is difficult and impractical to attempt to 
lay down general rules governing the choice of anes- 
thesia for these patients, inasmuch as each case pre- 
sents an individual anesthesia problem. 

The method of choice is the one which will 
produce the least harmful effects on the already im- 
paired physiology and which at the same time will be 
adequate for the proposed operation. Should one’s 
experience with the various agents and methods be 
limited, it is wise to select the agent and method 
with which one is most experienced. New agents and 
technics should not be used on critically ill patients 
merely because of a slightly increased margin of safety 
reported by some to follow their use. By proper anes- 
thetic procedure skillfully carried out, preceded by 
careful preoperative preparation of the patient and 
accompanied by suitable supportive measures, the status 
of the poor risk can be improved from doubtful out- 
come to a reasonable chance for satisfactory con- 
valescence and recovery.' 

FACTORS IN POOR RISK 

Too often much time is spent by the surgeon, 
internist, and anesthetist discussing irreversible condi- 
tions present in the patient, such as arteriosclerosis, 
hypertension, valvular and congenital heart disease, 
pulmonary fibrosis, emphysema, liver and kidney dis- 
ease. At the same time reversible processes such as 
secondary anemia, hypoproteinemia, hypothrombi- 
nemia, dehydration, diabetes, and hypothyroidism are 
often neglected? A few basic facts ascertained 
from physical examination and laboratory reports 
usually form an adequate basis for judging anesthetic 
and operative risk in a given case. 

Blood count, hemoglobin estimation, blood pro- 
tein, prothrombin time, blood pressure level, urinary 
findings, degree of cardiac and renal insufficiency, 
and general appearance of the patient in regard to 
nutrition, debility and weight loss must be considered. 
A more exhaustive examination of the patient may 
show further evidence of physiologic abnormalities, 
but such information may be not only unessential to 
the choice of the safest anesthetic agent but may even 
complicate the choice. 

Some other ordinary factors which should be con- 
sidered are: 

Age.—Anesthesia and surgical intervention are not 
tolerated well by patients in the extremes of life. The 
respiratory system of infants and young children is 
easily depressed by anesthetic agents. Many of the 
aged are poor risk cases and do not react well to 
anesthesia. Debility and cardiovascular renal disease 
may be complicating factors in elderly patients. The 
mortality rate of surgery patients who are more than 
60 years old is said to be many times as great as that 
for persons under 60.° Elderly patients recover more 


quickly after surgery if they are gotten out of bed 
at the earliest possible moment. 

Habits.—Patients who use tobacco to excess and 
have an accompanying bronchitis are susceptible to 
postoperative respiratory complications. Chronic alco- 
holics often react poorly under anesthesia and also 
are susceptible to postoperative complications. The 
same may be said of drug addicts, who frequently 
suffer nutritional and nervous disturbances. 

Nervous System.—High-strung patients are usu- 
ally more difficult to anesthetize. Those who come 
to surgery worried and frightened do not present a 
good risk and frequently have a stormy convalescence. 
Adequate preoperative sedation and assurance are im- 
portant therapeutic measures. 

Debility.—Patients who are frail, debilitated, un- 
derweight, and poorly nourished lack the reserve of 
robust patients to withstand the toxicity of the anes- 
thetic and the shock of operation. Even small doses 
of the anesthetic agent depress vital functions of these 
patients and care must be taken to prevent overdosage. 
Prolonged vomiting leads to nutritional disturbances, 
decrease of glycogen in the liver, and to the more 
serious condition of acidosis. The other extreme, alka- 
losis also is serious and sometimes is produced by 
intestinal obstruction. 

Liver.—The liver and its functions have an im- 
portant bearing on the choice of anesthesia. The 
normal functioning liver stands the strain imposed 
by anesthesia and operation remarkably well if its 
store of glycogen is adequate and anoxia is prevented. 
When function has been impaired by toxemia and 
nutritional disturbances have depleted the supply of 
glycogen, the liver not only functions poorly but is 
vulnerable to further damage from the anesthesia. The 
liver detoxifies some anesthetic agents while others 
inhibit its function and damage liver tissue. The most 
toxic anesthetic agent to the liver is chloroform. 
Vinethene also may damage hepatic tissue, especially 
if its use is prolonged. Ether impairs the function of 
the normal liver only slightly and normal function 
is soon restored during the postoperative period. Cyclo- 
propane and the short-acting barbiturates have little 
if any harmful effect on liver function in the presence 
of adequate oxygen. Nitrous oxide is contraindicated 
when impaired liver function is present. 

Renal Functions——Ether anesthesia causes a 
marked decrease in the urinary output, but normal 
function usually is restored during the first 24 hours 
after operation. Cyclopropane also suppresses urinary 
output during anesthesia, but is followed by a com- 
pensatory increasein excretion following the operation. 
If renal damage is present at the time of operation, 
anesthetic agents which are toxic to renal tissue and 
inhibit renal function obviously will produce more 
serious disturbances in those organs than if they were 
normal. 

Cardiovascular System.—Cardiac insufficiency, if 
advanced and uncompensated, presents one of the most 
serious complications the anesthetist faces. Cardiolo- 
gists agree, however, that patients with many types of 
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cardiovascular lesions stand anesthesia unusually well, 
provided there is adequate compensation and cardiac 
reserve is satisfactory. Although careful cardiovascu- 
lar examination should be routine before operation, 
especially in poor risk cases, a fair idea of a patient’s 
cardiac reserve may be obtained by applying certain 
critical tests: 

Moot’s rule or formula provides an approximate 
index to the cardiac reserve. It is obtained by multi- 
plying pulse pressure by 100 and dividing by the 
diastolic pressure. The answer is approximately 50 
in the normal subject. For example: With a blood 
pressure of 120/80 the pulse pressure is 40. Multiply 
40 by 100 and divide by 80, the diastolic pressure, and 
the result is 50 or 50 per cent. Patients showing an 
index between 40 and 60 per cent apparently have 
ample cardiac reserve. If the index is between 25 and 
40, or between 60 and 75, the amount of cardiac 
reserve is low. If the index is below 25 or above 75, 
the case is probably inoperable, the cardiac reserve 
being too low.* 

The simplest and probably the most reliable of 
surgical risk tests is the breath-holding test of Hender- 
son. This is especially emphasized because it may not 
only indicate the degree of cardiac reserve but also 
may disclose such conditions as acidosis and respira- 
tory or blood diseases. The test is performed after 
the patient has been lying down for 15 minutes or 
more. After observing several normal respirations, at 
the end of a normal expiration, hold the patient's 
nose shut and instruct him to keep his mouth closed 
and not to breathe until it is absolutely necessary. 
Normally one should be able to hold the breath for 
25 to 30 seconds. Severe acidosis may be suspected 
when the breath-holding lasts only 5 to 10 seconds. 
Oxygen starvation which initiates even the slightest 
anoxemia or acidemia is dangerous in patients suf- 
fering from hemoglobinemia, shock, cardiorenal or 
pulmonary lesions, goiter or other disturbances of 
metabolism in which there is a tendency to acidemia. 
However, anesthesia tolerance must not be judged on 
one index or formula, but should be determined from 
all the information gained by the anesthetist.* 

Where these tests. are not made, it may be said 
that in general where no cardiac pain or dyspnea is 
present, either with or without moderate exertion, the 
heart will probably stand the strain of operation. The 
risk increases in proportion to the extent the patient’s 
activities are curtailed by his cardiac condition. A 
survey of the literature indicates that patients suffering 
from angina pectoris, coronary occlusion, congestive 
failure, and syphilitic aortitis show a high rate of 
operative mortality.’ Valvular heart disease and auricu- 
lar fibrillation, if unaccompanied by failure and tachy- 
cardia, do not greatly increase the anesthetic or 
operative risk.® 

Respiratory Systems.—Diseases of the lungs or 
respiratory passages have an important bearing on 
the course of anesthesia, possible complications, and 
the degree of risk for the patient, both during and 
after operation. There is also the added risk of other 
pulmonary complications as a result of the anesthesia 
and surgical procedure, or an extension of those con- 
ditions which existed before surgery. The closer the 
vital capacity approximates the tidal air the graver 
the risk. Lesions which affect vital capacity are 
emphysema, abscess of the lung, tuberculosis, pneu- 
monia, pleurisy with effusion, asthma, and certain 
cardiac conditions, especially mitral stenosis. Reduc- 
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tion in vital capacity calls for particular care in main- 
taining adequate ventilation during anesthesia. Where 
there is any question about furnishing an adequate 
supply of oxygen an endotracheal tube with inflatable 
cuff should be introduced under direct vision. Five to 
8 minutes of severe anoxia may produce severe and 
irreparable damage to the cerebral cortex. 

When indicated, suction aspiration of the tracheo- 
bronchial tree during the immediate postoperative 
period is valuable for the control and prevention of 
postoperative pulmonary complications such as bron- 
chopneumonia, atelectasis, and massive collapse of the 
lung. The administration of oxygen has become rou- 
tine postoperative treatment, especially in poor risk 
cases, and is given by tent, nasal catheter, or special 
mask. 

Diabetes—Most diabetic patients have been re- 
moved from the classification of poor risk patients 
by modern diabetic therapy and improved anesthesia. 
Unless these patients have another pathology which 
would itself increase the danger of anesthesia and 
operation, their prognosis is usually favorable. Asso- 
ciated pathologies prevalent in diabetics include ten- 
dency to coronary thrombosis and cerebrovascular 
accidents. Many clinicians maintain that the controlled 
diabetic can even withstand the effects of such agents 
as ether, but I am of the opinion that one is justified 
in using only those agents which interfere least with 
carbohydrate metabolism. Ether not only increases 
the blood sugar level but also has a tendency to pro- 
duce acidosis as a result of postoperative vomiting 
and the restriction of food. Nitrous oxide and cyclo- 
propane are suitable because they affect carbohydrate 
metabolism only slightly. Spinal and regional anes- 
thesia also are satisfactory. Pentothal sodium alone or 
combined with local, regional, or inhalation anesthesia 
likewise may be employed for diabetic patients. 

SELECTION OF AN ANESTHETIC AGENT 

Wide differences of opinion exist among anes- 
thesiologists as to the best anesthetic agent and method 
for the poor risk patient. In evaluating the available 
anesthetic agents it is quite obvious that the ideal 
anesthetic has not yet been found. 

Ether.—Valuable as ether is in anesthesia practice, 
its use should be avoided as much as possible in poor 
risk cases, because of its irritating effects on the re- 
spiratory tract which predispose to postoperative pul- 
monary complications, and because of the vomiting, 
dehydration, acidosis, and the hepatic and renal dys- 
function it causes. It is the safest of the inhalant 
gases that may be given by an inexperienced person. 
Ether, too, often will eliminate the arrhythmias caused 
by cyclopropane. : 

Cyclopropane.—The value of cyclopropane in 
many types of poor surgical risk cases is incontestable 
on the basis of its low toxic effect on liver and kidneys, 
‘anesthetic potency, and nonirritating effect on the 
respiratory system. It is indicated particularly for 
thoracic surgery, thyroidectomy, and for severely 
shocked and toxic patients. It is also indicated in 
chronic bronchitis, asthma, and respiratory obstruction. 
It is the opinion of many anesthesiologists that cyclo- 
propane anesthesia, if not profound, is the agent of 
choice for the poor risk patient suffering from hemor- 
rhagic shock. In asthma and respiratory obstruction 20 
per cent helium can be added to advantage. Because 
the gas does not produce liver damage or kidney dis- 
ease, it is useful in eclampsia. Cyclopropane also 
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can be used as an adjuvant to nitrous oxide-oxygen 
anesthesia if more relaxation is required. 

Nitrous Oxide.—On the basis of its low toxicity 
nitrous oxide-oxygen anesthesia is safe, but the toxic 
effect of anoxemia which may occur is harmful to the 
poor risk patient. According to Gross and his co- 
workers,® the gas is not suitable for major procedures 
in cardiac patients since concentrations high enough 
to cause asphyxia are necessary. Asphyxia as a 
method of anesthesia is condemned, since it causes 
respiratory and cardiac depression, elevation of the 
blood pressure, and occasionally acidosis. When used 
with at least 25 per cent oxygen in cardiac patients, 
nitrous oxide produces rapid and smooth induction. It 
should not be used as a primary anesthetic in cardiac 
lisease but is safe combined with ether, cyclopropane, 
basal narcosis, intravenous barbiturates, or curare for 
conduction, provided underlying hypoxia is not great. 
In advanced heart disease with hypoxia, even slight 
reduction in oxygen concentration may cause serious 
inoxia with resulting coronary or cerebral insufficiency. 

Curare-—The employment of curare as a safe 
and useful drug was made possible by Richard Gill, 
who brought it out of the jungles of South America,’ 
and by Harold Griffith, who first used the curare 
derivative, Intocostrin in the clinical practice of anes- 
thesiology as an important adjunct to inhalation 
anesthesia. It is not an anesthetic agent and is useful 
in anesthesia only because it produces adequate muscu- 
lar relaxation. Use of curare permits employment of 
lower concentrations of more potent and toxic anes- 
thetic agents and supplements the action of less potent 
and safer agents. Curare has no analgesic property, 
and when relief from pain is necessary, the appropriate 
agents and methods should be employed. Curare may 
be used with many of the inhalation agents, with 
Pentothal, with intrathecal technics if analgesia is 
present, and with regional and infiltration technics. 

Curare is probably most often used with cyclopro- 
pane. When administered intravenously it provides 
muscular relaxation approaching that effected by spinal 
anesthesia with little circulatory depression, even in 
poor risk cases, provided the patient is well oxygenated 
at all times. Optimal doses of curare produce neither 
prolonged nor excessive respiratory depression when 
used with cyclopropane. With nitrous oxide anesthesia 
curare provides muscular relaxation not usually ob- 
tained by this gas alone. The controlled respiration 
assists in securing abdominal muscle relaxation and 
provides needed pulmonary ventilation, while the dia- 
phragm and the intercostal muscles are partially or 
completely paralyzed by curare. During ether anes- 
thesia, the dose of curare must be reduced to approxi- 
mately one third of that used with cyclopropane. This 
is necessary as Cullen’ found in a valuable experi- 
mental study, because ether itself has a curariform 
action at the myoneural junction; thus a patient under 
ether is already partly curarized. Sodium Pentothal 
does not have the curariform action of ether, but 
because of its depressing effect on respiration, particu- 
lar care must be taken to maintain an adequate respira- 
tory exchange when curare is added. Curare is a safe 
drug in the hands of persons experienced in the art 
ind science of inhalation anesthesia. It is a dangerous 
drug when used to cover up errors of commission and 
omission in anesthesia technic. 

Sodium Pentothal.—This method may be used in 
short, minor surgical procedures and for longer opera- 
‘ions not requiring too much relaxation. It also may 
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be used as an adjunct in cases where inhalation anes- 
thesia might cause dangerous anoxia. Intravenous 
Pentothal frequently is employed to produce a satis- 
factory induction to inhalation anesthesia and also is 
combined with curare, intercostal block, or spinal anes- 
thesia. These combinations of agents and methods 
reduce the toxicity of the drug and give a high degree 
of oxygenation. Lundy® was the first to advocate 
this balanced or combined anesthesia in poor risk 
patients and demonstrated that the method is satisfac- 
tory in a wide range of cases. A slow, careful induction 
with nitrous oxide and oxygen followed by intravenous 
Pentothal provides a satisfactory combination. Equal 
parts of nitrous oxide and oxygen increase the per- 
centage of oxygen in the inspired air and materially 
decrease the amount of Pentothal required. Excessive 
preanesthetic sedation should be avoided, especially in 
cardiac patients. The barbiturates and opiates lower 
the minute volume of respiration so that alveolar air 
is renewed infrequently, and severe anoxia may de- 
velop. The current trend of opinion is inclined toward 
increased usefulness and safety of intravenous anes- 
thesia in combination with other agents and technics. 
Spinal Anesthesia.—This method may be indicated 

in some cases, but often is contraindicated. Procaine 
is probably the agent of choice, but if risk is not great, 
Metycaine or Pontocaine may be used because of their 
longer effect. Spinal anesthesia is preferred by some 
physicians for many of the acute abdominal conditions, 
especially in cases of intestinal obstruction. In the 
poor risk patient, spinal anesthesia probably is most 
useful in operations on the lower extremities, the 
genitourinary tract, and in the lower abdomen. In 
considering the use of spinal anesthesia in poor risk 


cases it must be remembered that varying degrees of 
circulatory and respiratory deficiency are produced 
through paralysis of the sympathetic nerves and the 


intercostal muscles. The deficiency increases in se- 
verity with the depth of anesthesia until serious defi- 
ciency and varying degrees of anoxemia may occur. The 
fractional or continuous spinal method of Lemmon’® 
has certain advantages for longer operations where 
spinal anesthesia appears to be indicated. Here a 
small initial dose is given and if the patient reacts 
favorably, subsequent doses may be added as needed. 
By this method it may be possible to prevent circula- 
tory and respiratory depression which may follow a 
single large dose of a spinal agent. These patients 
must be well oxygenated at all times. The safety of 
spinal anesthesia may be materially increased when 
small doses of the drug are combined with a light 
plane of cyclopropane anesthesia or with equal parts 
of nitrous oxide and oxygen. 
CONCLUSIONS 

Although great progress has been made in pro- 
viding adequate anesthesia for the poor risk patient, 
much remains to be accomplished if the morbidity 
and mortality of this class of patients is to be lowered 
still further. The patient’s pathologic physiology should 
be considered at all times; in the preoperative stage, 
during operation and anesthesia, and in the postopera- 
tive stage. Close attention to these factors will result 
in lessened mortality following operation, in a smoother 
postoperative course, and in lessened morbidity. The 
anesthetist can contribute his part to the program of 
improvement by being careful in choice and applica- 
tion of the available anesthetic agents and methods. 
Only where there is close cooperation and active 
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consultation between the surgeon, the clinician, and 


the anesthesiologist can the operative and postoperative 
complications which are likely to occur in poor risk 
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patients be prevented. 
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Backache Following Spinal Anesthesia 


JAMES M. EATON, D.O., F.A.C.O.S. 
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The incidence of low-back pain following spinal 
anesthesia is great enough to make it a matter of con- 
cern to anesthesiologists. Whether or not the act of 
introducing the anesthetic agent in the subarachnoid 


or epidural space is the cause of the complaint makes 
little difference to the patient. His attention is focused 
on the existence of his low-back complaint, not on its 
etiology and pathogenesis. Hardly an anesthetist or a 
surgeon has not been confronted with the patient with 


a true anxiety requesting—almost begging—for some 
type of anesthesia other than spinal because of un- 
toward reactions which a member of his family or a 
friend attributed to the spinal anesthesia itself. The 
medicolegal aspects of this problem cannot be too 
lightly passed over because both the surgeon and the 
anesthetist are vulnerable. 

The purpose of my presentation of this problem 
is to suggest means of anticipating and possibly pre- 
venting trouble for all parties concerned. To attempt 
to treat the problem after it has once arisen is too 
late because the anxiety has already assumed a fixed 
psychic pattern which is most difficult, if not im- 
possible, to remove. 

I believe the specialty of anesthesiology has 
matured sufficiently to insist that the anesthetist 
take cognizance of his responsibilities not only to the 
patient but also to the surgeon and to the institution 
in which he works. I believe the anesthetist has a 
responsibility which goes beyond the very act of ad- 
ministering the anesthetic agent and carrying the pa- 
tient successfully through the operative procedure. 

Evaluation of the patient before surgery and 
before the administration of the anesthetic agent or 
the preoperative medication is of equal importance to 
the skillful administration of the anesthetic agent 
itself. This cannot be done by a cursory examination 
of the clinical chart as the patient is being wheeled 
into the anesthesia room. It has been said many times 
before, and it probably will be said many times again, 


that you cannot evaluate the condition of a patient 
from a study of laboratory findings alone. It is not 
sufficient to check the blood count, urinalysis, and 
serology of the patient. Nor is it sufficient to accept 
the word of the radiologist that the preoperative chest 
x-ray studies were essentially negative. All these tests 
are of importance and should form an integral part 
of the preoperative study of the patient, but in them 
selves they are not sufficient to give the anesthetist 
that which he must have if he is to perform his duty 
and accept his responsibilities in the field of anes 
thesiology. 

To avoid trouble from the patient who claims 
that his postoperative disability has been caused by 
one or the other of the anesthetic agents, particularly 
that used in spinal anesthesia, I recommend that the 
anesthetist prepare a small check-off type of record 
listing a few symptoms that can be quickly checked 
during preoperative examination of the patient, prefer- 
ably the day before surgery. Such a record need not 
be detailed, nor is it necessary that it be a part of the 
clinical record. However, I can see that it would be 
a very valuable part of the record if complications 
should arise and the clinical chart be subpoenaed by 
the Court as a part of the testimony. : 

In this preoperative check-off of symptoms I 
would suggest the following: Previous history of back- 
‘aches; previous history of lower extremity pain; 
difficulties or peculiarities of the gait, particularly a 
limp ; difficulty with bowel and bladder function ; head- 
aches, vertigo, and disturbances of vision. I would 
also suggest that the patient be questioned with ref- 
erence to specific diseases of the nervous system such 
as poliomyelitis or meningitis ; diseases that might have 
affected the cardiorespiratory system, the kidneys, or 
the liver; and previous surgery, including type of 
anesthesia and sequelae of the anesthesia and of the 
surgery. While this may seem like a rather elaborate 
approach, I can assure you that if such information 
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were always available there would be little difficulty 
in proving that the anesthetic agent was not the cause 
of postoperative symptomatology. 

Next in the preoperative approach to the patient, 
[ would urge, in addition to evaluation of the cardio- 
vascular and the respiratory status, a brief review 
of some pertinent neurologic signs. With the patient 
in the erect position the elicitation of the Trendelen- 
burg and Romberg signs will give a very accurate 
evaluation of weakness of the lower extremities as 
well as possible disease of the pyramidal tracts of the 
cord. It is also possible to ascertain any asym- 
metries of development in the lower extremity, atrophy, 
and growth dystrophies of all types may be noted. Of 
particular interest to the anesthetist are the lateral 
and anteroposterior curves of the spine. 

With the patient in the supine position the reflexes 
of Babinski, Gordon, and Oppenheim can quickly be 
determined ; at the same time the presence or absence 
of ankle clonus can be noted. The abdominal reflexes, 
both superior and inferior, and, in the male, the 
cremasteric reflexes are of importance in detecting 
lower motor neuron lesions. With the patient in the 
sitting position the patellar reflexes can be tested, and 
in the kneeling position, the achilles and plantar re- 
flexes. It is important to examine ocular reflexes 
before any preoperative medication is given. 

This brief evaluation of the nervous system is 
not complete by any means nor is it intended to be. 
However, it will give the anesthetist a working knowl- 
edge of the patient and will provide an important 
record of the case. 

Just recently I had referred to me a patient aged 
49 who 4 years before had undergone a right inguinal 
herniorrhaphy under spinal anesthesia. Upon arising 
after surgery, weakness in the lower extremities was 
noted for the first time, and he has had an increasing 
and progressive disability affecting not only his lower 
extremities but his trunk and upper extremities as 
well. At the time he came under my care, the dis- 
ability had advanced to the point that the patient was 
an invalid, unable to get about without help because 
of the weakness and paralysis in his lower extremities 
and the uselessness of his upper extremities. 

Clinical examination revealed that the patient had 
a well-established case of multiple sclerosis, and it 
was impossible to disassociate the use of spinal anes- 
thesia from the etiology and origin of his multiple 
sclerosis. It is quite possible that if this patient had 
had the simple preoperative examination outlined 
above, some of his symptoms would have been detected 
and perhaps the individual concerned with his surgery 
would have avoided a great deal of subsequent trouble. 

Any patient who exhibits exaggerated patellar 
and tendon reflexes particularly preoperatively, dimin- 
ished or absent superficial abdominal and cremasteric 
reflexes; a history of transient or permanent pares- 
thesias in the extremities, particularly the upper 
extremities; and a history of disturbances of vision 
must be considered to have multiple sclerosis unless 
more thorough examination rules out that diagnosis. 
Obviously, in the presence of such symptomatology, a 
patient should not undergo spinal anesthesia unless the 
patient and the surgeon are fully aware of the possi- 
bilities of an underlying myelopathy. 

Multiple sclerosis has a great variety of physical 
manifestations and in many cases is very difficult to 
liagnose accurately until it is well established. How- 
ever, I have seen the disease discovered with alarming 
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frequency, and I am fully convinced that it exists 
in far greater numbers of patients than we appreciate 
at the moment. In view of the unfavorable prognosis 
of this disease, it becomes increasingly apparent that 
it should be diagnosed before rather than after spinal 
anesthesia has been administered. 

In the causation of backache following spinal 
anesthesia there are two factors which recently have 
come to my attention and which I believe to be worthy 
of note; I have not seen them mentioned in the litera- 
ture. As you possibly know, my associates and I 
have made, in the course of our diagnostic procedures 
to determine herniation of one or more of the lower 
lumbar intervertebral disks, many subarachnoid punc- 
tures. We have also had the opportunity of examining 
by direct visualization at surgery these areas into 
which needles have been passed for introduction of 
contrast media. More recently we have observed the 
effect of direct passage of needles through the sub- 
arachnoid space into the nucleus pulposus for the 
injection of contrast media and direct examination of 
the nucleus pulposus by opacification. 

We have seen that needle holes made in the dura 
by 22 gauge needles are patent for at least a week 
after the puncture. Spinal fluid leaked freely and in 
many cases spurted out under pressure, indicating that 
there may be continued seepage of spinal fluid into 
the epidural spaces for a week or longer after admin- 
istration of spinal anesthesia. Resultant compression 
of the nerve roots, as well as of the cauda equina in 
general, might well be a positive factor in low-back 
pain following subarachnoid puncture. I also believe 
that this may frequently be the cause of so-called 
“spinal headaches.” The leakage of spinal fluid may 
disturb the hydrodynamics of the cerebrospinal nervous 
system and produce the very distressing headache seen 
rather frequently following spinal anesthesia. 

We have also observed another interesting phenom- 
enon; the small fibers of the cauda equina frequently 
become herniated, and a loop of the small nerve fiber 
will herniate through the opening caused by the needle. 
This phenomenon has been observed in a surprising 
number of cases at the time of surgery on the lower 
back, and we feel that it may constitute another factor 
in the production of low-back or referred pain into 
the lower extremities following spinal anesthesia. 

In addition to the above mentioned factors the 
possible role of existing myelopathies, spinal cord 
tumors, extradural space-taking lesions, and pre- 
existing arachnoiditis or radiculitis must be mentioned. 
These pathologies may exist below the level of con- 
sciousness and undiagnosed at the time of surgery, only 
to be brought into activity by the spinal puncture. 
This procedure may set in motion irreversible factors 
producing back pain. Arthrodial lesions of the lower 
spine and the further strain of malpositions during 
and following surgery are all too familiar to osteo- 
pathic physicians. 

One cannot ignore the great possibility of an 
anxiety neurosis in many patients. The unstable 
nervous system is quite prevalent and manifests itself 
in many ways. It may be that this is more of a factor 
than we are pleased to recognize. 

There is no doubt that there are some cases of 
low-back pain caused by hypersensitivity to the anes- 
thetic drugs employed in spinal anesthesia. Such drugs 
may produce low grade subarachnoiditis accompanied 
by low-back and possibly radicular pain. 
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CONCLUSION 

1. To be forewarned is to be forearmed. 

2. If abnormalities are encountered in the course 
of preoperative examination, the attending surgeon 
should be notified and surgery delayed if possible, 
pending a complete appraisal of the case. 

3. The anesthetist should append to the chart a 
simple statement of his findings, prior to surgery, 
stating evidence of the abnormalities found and his 
opinion of the anesthetic problem if surgery is ordered 
to proceed. 

4. If surgery is undertaken spinal fluid should 
be withdrawn at the time of spinal puncture for 
further study. In the study of the spinal fluid the 
colloidal gold curve and gum mastic determination are 
most important. 


The Anesthetic Mana gement 
MORRIS L 


OF TONSILLECTOMIES—STEIN 








Journal A.O.A. 
Vol. 52, No. 2 


5. In administering spinal anesthesias I advocate 
smaller gauge needles. In addition, before the needle 
is withdrawn from the subarachnoid space, a small 
quantity of either saline or anesthetic solution should 
be injected to clear the way and to prevent possible 
herniation of the nerve roots. 

6. Postoperatively patients should be kept recum- 
bent with the head low to prevent the force of gravity 
increasing the loss of spinal fluid. 

. 7. All cases of postspinal low-back pain or head- 
aches should be reviewed by the department of anes- 
thesia or, in smaller institutions, by the entire surgical 
staff. The complete evaluation of the case should be 
recorded either in the minutes of the staff meeting or 
appended to the patient’s chart. 


12 S. 12th St. 
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Tonsillectomy is a minor operative procedure ac- 
companied by the administration of major anesthesia. 
Too often, assistants, nurses, and interns are given 
the duty of anesthetization, where the more accom- 
plished anesthetist should be available to provide a 
safer and smoother anesthesia. The purpose of this 
paper is to present some of the important factors in 
the management of these cases. The observations are 
based on experience gained in the personal administra- 
tion of 2,000 tonsillectomy anesthesias. 

The routine tonsillectomy patient enters the hos- 
pital the day prior to scheduled surgery and has a 
complete physical examination, blood count, urinalysis, 
determination of bleeding and coagulation times, and 
chest survey film. The evening preceding surgery a 
2-quart saline and glucose rectal irrigation is adminis- 
tered, to build up a glycogen reserve and help hydrate 
the patient in order to combat acidosis. Breakfast is 
omitted in the morning, but clear fluids are permitted 
up to 2 hours before surgery, again, to combat dehydra- 
tion and subsequent acidosis. 

According to Jackson,’ the emotional trauma as- 
sociated with anesthesia is recognized by psychiatrists 
as one of the causes of behavior problems in children. 
Those of us who are engaged in the practice of anes- 
thesiology have the responsibility of avoiding or 
diminishing as much as possible the precipitating 
circumstances. Jackson’ recommends a_ preoperative 
visit to the child soon after admission to the hospital, 
to help dispel fear by attempting to gain the child’s 
confidence and assuring him that he will not be hurt. 
She has concluded that after proper visitation and ex- 
planation to children, less anesthesia is necessary, 
inductions are quieter, excitement stages are milder, 
no depression results from premedication, and there 
are quieter operating rooms on the morning of tonsil- 
lectomies. 

On the other hand, there is much to be said for 
the use of premedication. Basal anesthesia has long 
been advocated as an effective prophylactic against 
psychic trauma. Various drugs have been used, in- 
cluding paraldehyde, Avertin, and barbiturates, the 
most popular of which has been the use of a Pentothal 
sodium solution given by rectum. However, bar- 
biturates cause slight to moderate respiratory depres- 
sion when used as premedication or in basal anesthetic 





doses, and this depression will slow the induction 
period of inhalation anesthesia. Two other disad- 
vantages in the use of barbiturates are delay in regain- 
ing consciousness and some dulling of activity of the 
pharyngeal reflexes, two factors of utmost importance 
in the child undergoing tonsillectomy, with the asso- 
ciated postoperative blood and mucus. 

The rectal use of Pentothal has been advocated 
by Weinstein and Light ;? Burnap, Gains, and Watts; 
and Mark, Fox, and Burstein.* A 10 per cent solution 
of sodium Pentothal is administered 15 to 30 minutes 
prior to anesthesia and the dose calculated on the basis 
of 13 to 20 mg. per pound of body weight. The method 
has many advantages and approaches the ideal basal 
premedication for children. However, there is delay 
in recovery, and because of obtunding of pharyngeal 
reflexes, aspiration with subsequent bronchopneumonia 
may be a complication. In addition, Artusio and Trous- 
dell® report that in a series of 50 cases in which rectal 
Pentothal sodium was used there was 1 case of tonsil- 
lar bleeding which they felt might have been recog- 
nized earlier had it not been for the postoperative 
depression. The use of Pentothal sodium by rectum 
is highly recommended as a basal method in children, 
but its use as preoperative medication in tonsillectomy 
should not be routine. 

In my cases the usual preoperative medication 
consists of morphine and scopolamine in the dosages 
recommended by Leigh and Belton.® Although the use 
of premedication in infants and children has been a 
controversial subject for some time, it has been gen- 
erally conceded that the advantages in the use of 
premedication far outweigh the disadvantages. It is 
certainly desirable to lessen apprehension and reduce 


excitability, as we attempt to do with adults. One of 


the most important effects is the prevention of a rapid 
exhaustive respiratory rate as the attendant quiet 
breathing preserves the energy of the child. More- 
over, opiates do not have the same soporific effects 
on children as they do in adults, but bring the child 
to the operating room awake and quiet. The other 
great advantage in the use of premedication is the 
reduction in the amount of anesthetic agent required, 
with subsequent earlier recovery. Nonmedicated or 
poorly medicated patients are more likely to vomit 
during anesthesia induction. Furthermore, a child who 
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has not had any preoperative medication may scream 
so during induction that jerky gasping respirations 
may continue throughout the course of the anesthesia. 

The oral use of barbiturates, in addition to allay- 
ing apprehension, offsets the nausea and vomiting 
produced by morphine. It is also used to prevent 
convulsions during induction, particularly with Vine- 
thene ether where there is inadequate carbon dioxide 
elimination. 

In using morphine as a premedicant, it is argued 
that there is increased incidence of nausea and vomit- 
ing as long as 24 hours postoperatively, especially 
with the larger doses, and that this will produce 
acidosis. It is also argued that morphine causes 
respiratory depression. However, in the dosages rec- 
ommended, the decrease in respiration rate and minute 
volume is an advantage because it prevents rapid 
exhaustive breathing. .In addition, morphine increases 
the sensitivity of the respiratory center to carbon 
dioxide stimulation. On the other hand, morphine 
increases intracranial pressure, and should not be 
used when intracranial pathology is present. Smith’ 
also points out that morphine premedication should 
be omitted when cyclopropane is administered because 
of the greater incidence of cardiac: irregularities re- 
sulting from use of morphine and cyclopropane in 
contrast to the use of cyclopropane alone. 

The effect of the belladonna drugs is to reduce 
respiratory tract secretions. Scopolamine is more de- 
sirable than atropine because of its longer action—an 
adequate dose will last over 14% hours—whereas com- 
paratively larger doses of atropine will last less than 
half that time. Belladonna derivatives, being para- 
sympathetic paralyzants, also reduce vagal or vago- 
vagal reflexes, which may appear with certain opera- 
tive procedures. These drugs also may cause a slight 
rise in body temperature as they suppress sweating, 
a circumstance given the name of atropine fever by 
White.S But a dry respiratory tract is much more 
important than these effects. Scopolamine in adequate 
doses often produces a flush of the face, neck, and 
upper trunk, due to its vasodilatator effect on the 
cutaneous blood vessels. The flush resembles and has 
often been mistaken for scarlet fever, especially with 
its accompanying rise in temperature. However, the 
flush usually subsides by the time the operation is 
finished and is of no consequence. Scopolamine, in 
addition, is a central nervous system depressant—it 
reduces excitement and produces tranquillity and a 
certain amount of amnesia. However, as Waters and 
his associates® have shown, scopolamine is stimulating 
to the respiratory center of the medulla; therefore, 
by combining the morphine with scopolamine, the de- 
pressant effect of morphine on respiration is counter- 
acted. Waters’ experiments prove that with balanced 
doses of scopolamine, otherwise poisonous amounts 
of morphine may be administered to man _ without 
lowering the respiratory exchange. 

That scopolamine is a more effective agent than 
atropine in minimizing secretions is well demonstrated 
by West and Papper’s’® series of 263 children under- 
going tonsillectomies, in which scopolamine proved 
superior, Further, as Allen and his coworkers" have 
shown, the signs of asphyxia produced by nitrous 
oxide-oxygen anesthesia are influenced by the pre- 
medication, with the morphine and scopolamine com- 
bination producing fewer masking effects upon signs 
of asphyxia than other combinations of drugs, par- 
ticularly morphine and atropine. The morphine and 
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scopolamine is usually given an hour prior to induc- 
tion, whereas morphine and atropine, should it be 
used, is administered only % hour before induction 
because of the shorter action of atropine. 

During recent years the use of nitrous oxide 
has become less popular for adults, and used more 
for children. I prefer to use the nitrous oxide-oxygen- 
ether sequence for tonsillectomies for the following 
reasons : 

1. Its pleasant induction—the child can be put 
to sleep with nitrous oxide-oxygen without resistance 
and excitement, since it is pleasant to inhale 

2. Because nitrous oxide disturbs metabolism 
less than any other agent 

3. With the use of a gas machine, an oxygen 
supply is necessarily at hand should resuscitation be 
necessary. 

However, the safe administration of nitrous 
oxide-oxygen anesthesia depends upon thorough train- 
ing of the anesthesiologist. It can be a dangerous 
method in the hands of the novice, because a child 
may go into the asphyxial stage very quickly, and 
the novice may mistake the cry and muscular move- 
ments that develop in this stage as indicating too 
light anesthesia and administer more nitrous oxide 
instead of oxygen. The most important factor to be 
considered in the use of nitrous oxide in pediatric 
anesthesia is, as stated by Leigh and Belton,” the 
avoidance of dangerous degrees of hypoxia. They 
urge that the anesthetist not be ashamed to supplement 
nitrous oxide with a stronger agent. When admin- 
istering nitrous oxide, the anesthetist must be ever 
conscious of the signs of anesthesia under this agent. 
Irregular respiration, with occasional breath-holding 
on inspiration, is a sign of too light anesthesia. As 
anesthesia deepens, respiration becomes regular and 
may become rapid if oxygen want or carbon dioxide 
excess exists. Deeper anesthesia prolongs expiration 
and gradually slows the respiratory rate. Still deeper, 
and respirations become irregular again; there is a 
short inspiratory phase with greater prolonged ex- 
piratory phase; the rate slows still more and finally 
may cease. Phonation and jactitation also are signs 
of hypoxia. Another sign of hypoxia is the apparent 
escape of the pupil under the lower eyelid, away 
from the light. The eye signs otherwise resemble 
those of adults. According to Leigh and Belton," 
under the effects of profound hypoxia the lids often 
open wide and the patient seems to stare at the anes- 
thesiologist as if in reproach. Pupils are fixed and 
dilated. If he does not give oxygen immediately the 
anesthetist will be haunted by memories of that stare. 

The technic we use is as follows: With a Heid- 
brink machine and using a semiclosed carbon dioxide 
absorption technic, the proper size mask is held close 
to, but not on, the child’s face, The flush valve for 
nitrous oxide is depressed delivering a flow of 100 
per cent nitrous oxide which is diluted with at- 
mospheric air as the child inhales. While induction 
is taking place, the child: is spoken to quietly and 
pleasantly about his interests. He is continually re- 
assured, and the conversation is continued uninter- 
rupted to divert his attention from the mask and 
procedure until resistance ceases and the child is 
breathing regularly. Meanwhile, the mask is being 
lowered gradually over the child’s face, first on his 
chin and then, when respirations are regular, over 
the bridge of the nose. At this time oxygen is deliv- 
ered at the rate of 500 cc. per minute and nitrous 
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oxide at 2 liters per minute. The absorber is then 
turned off and carbon dioxide excess allowed to build 
up to stimulate respiration. After, and only after, the 
child is asleep, the mask is tested for tight fit by 
closing the exhalation valve and exerting slight pres- 
sure on the breathing bag. If the mask does not fit 
tightly, proper adjustment is made or the mask is 
changed for one which fits. Unless the mask fits 
tightly induction and deepening to second plane ether 
anesthesia is prolonged and often difficult. 

The exhalation valve is then opened and anes- 
thesia continued with an 80 per cent nitrous oxide— 
20 per cent oxygen mixture until the child is in the 
first plane of the third stage of anesthesia and all 
nitrogen has been eliminated through the exhalation 
valve. The carbon dioxide absorber is now turned 
on, oxygen decreased to 200 cc. per minute, and 
nitrous oxide discontinued. The ether vaporizer is 
gradually turned on and the carbon dioxide excess, 
which was allowed to build up, stimulates respiration 
until the ether vapor itself produces stimulation. The 
increased respiratory rate and amplitude causes 
quicker anesthetization, since the ether is absorbed 
more readily. The ether-oxygen mixture is continued 
until second plane of the third stage is reached. At 
this point the anesthesia machine and mask are dis- 
sembled and the mouth gag and ether hook are 
inserted into the mouth. Now ether-air anesthesia is 
continued by oropharyngeal insufflation, with warmed 
ether vapor which is less irritating to the respiratory 
mucosa than nonwarmed ether and air. By the time 
anesthesia is being continued with insufflation, the 
child has emerged slightly to lower first plane, where 
anesthesia is continued throughout the surgery. 

Anesthesia should be deep enough to abolish the 
pharyngeal reflexes, but not the cough reflex, as it is 
a protective mechanism for the child. A cough during 
the tonsillectomy should warn the anesthetist that some 
foreign material has started toward the trachea and 
immediate investigation is necessary. Never deepen 
the anesthesia when cough occurs, but wait until the 
material is coughed up or aspiration is performed 
before continuing with the surgery. If during surgery, 
cyanosis develops or respiration ceases oxygen should 
be administered under pressure, care being taken not 
to inflate the stomach. This can be avoided by having 
the surgeon place his hand over the child’s stomach 
and press down. During maintenance and surgery, 
the head is kept lowered so that blood, mucus and 
any vomitus may accumulate in the hypopharynx. 

In our practice total operating time has been 
shortened since we instituted the technic of having 
adenoids removed first. This allows coagulation to 
take place (usually in 3 to 4 minutes) while the 
tonsils are being removed. If the adenoidectomy is 
performed last this same period of time must be 
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allowed to elapse while bleeding from the adenoid 
area is controlled. By proper gauging of time, de 
pending on the operator, ether is discontinued and 
the patient allowed to emerge so that the pharyngeal 
reflexes are active when he is returned to the ward. 

Postoperatively, the patient is placed in Trendel- 
enburg position on his side. The lower leg is flexed 
at thigh and knee, the upper leg extended and the 
arms extended in front of the body. This position pro- 
motes gravity drainage of blood and vomitus and at 
the same time prevents the tongue from obstructing 
the airway. The child is allowed to react, with the 
intern in attendance, until all retching, bleeding, and 
vomiting have ceased and throat reflexes are active 
Recoveries are generally quiet because of the pre 
medication. 

COMPLICATIONS OF ANESTHESIA 

According to Smith,” “When one compares the 
complications of anesthesia in pediatrics to those of 
anesthesia in adults it is apparent that there is a 
similarity in the nature of complications, but a marked 
difference in the rate and time of incidence. Anoxia 
is the greatest single danger in anesthesia in pediatrics 
as it is with adults, but evidence is given that the 
effects are manifested more quickly. Apnea, shock, 
and pulmonary edema will occur rather than such 
delayed effects as hypostatic pneumonia or atelectasis.” 
In children under anesthesia, respiratory complica 
tions are much more common than circulatory dis 
turbances. Circulatory disturbances are not usually 
announced by a marked rise in pulse rate, but rather 
with the onset of shock there is an accompanying 
weak and thready pulse. The first change occurring 
in shock is usually a slowing and weakened heart 
beat, due to myocardial anoxia. 

In our series of tonsillectomies there have been 
no deaths and no sequelae attributable to anesthesia. 
Postoperative bleeding has occurred in less than 1 per 
cent of cases, and in the majority of these cases 
hemostasis was accomplished without resorting to re- 
anesthetization. One complication which has occurred 
often is the inadvertent extraction of already loosened 
deciduous teeth. Only once was x-ray examination 
necessary to confirm the fact that the tooth was not 
aspirated. 

SUMMARY 

The anesthetic management of tonsillectomies in 
children has been presented. The psychologic prep- 
aration of the patient and the advantages and dis- 
advantages of preoperative medication, including 
barbiturates, morphine, and the belladonna derivatives 
have been discussed. The inhalation technic used, 
nitrous oxide, oxygen and ether, was described and 
the nature of complications briefly reviewed. 
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This volume is the most ambitious project yet undertaken 
by the Academy of Applied Osteopathy. Commissioned as a 
text for undergraduate osteopathic students, it merits reading 
by every osteopathic physician, and by physicians of other 
schools of practice. It will not answer satisfactorily all the 
questions which members of the latter groups would raise, but 
it could serve to elaborate for them certain principles which 
would serve as a fundamental basis for their further investi- 
gation. It cannot, nor can any book, make osteopathic physi- 
cians by its reading. The specific manipulative technics which 
constitute a distinctive contribution of osteopathy to the heal- 
ing arts will not be found here nor in any other such text, ex- 
cept as they illustrate principles. The application of those 
technics is learned, as is any highly developed skill of nerve, 
muscle and hand, by doing. A text on the technics of surgery, 
on playing billiards or golf, or on mastery of the piano is a 
useful thing and tells something of the why, of the know-how 
of these skills, but it cannot successfully impart them. 

The motif of the book is clearly expressed in the author’s 
preface as an “elaboration of the philosophy of osteopathy 
which constitutes a rational approach to clinical problems.” He 
has planned the presentation of his basic material with the 
ideal of “develop[ing] the philoscwhical concepts of osteopathic 
therapeutics by establishing an historical background proceed- 
ing through the basic medical sciences and to point out the 
application of these principles to the actual clinical problems 
with which the physician must deal.” 

The selection of Leon Page by the Academy as the author 
of this text was a happy one because of his being peculiarly 
fitted for the task. He has had a wide background of osteo- 
pathic practice and teaching; his lifetime has been cast within 
the profession’s richest period of development. He has known 
at first hand the creative figures of its various groups, includ- 
ing many older men who worked under Still. At no period 
has his thinking been sectarian, and he has not been led astray 
by a charismatic approach, nor unbalanced by enthusiasm. 
Osteopathy to him has never been dogma, yet he has never 
lost sight of the distinctive contribution which it has made 
to medical science. And throughout his professional lifetime 
he has ever been the scholar, gifted with a facile pen. This 
volume reflects all those experiences and characteristics of the 
author in good measure. It is a mature and balanced study. 

The text is divided into three parts, of which Part I 
establishes the historical continuity of osteopathy as one with 
medicine, using that term in its generic sense. The author 
divides medical history into the commonly accepted ancient, 
medieval, renaissance, and modern eras, with a brief state- 
ment characterizing each. The contribution of great doctors 
for each era is evaluated, with four representatives selected 
from the modern period. In this way osteopathy is related to 
medicine biographically. Andrew Taylor Still, in the line of 
great doctors, is seen as intuitively conceiving a philosophy 
of health and disease and, by his practice, teaching, and 
writing, establishing the basis for a complete system of 
medicine. Forced by the ignorant prejudice and closed minds 
of his contemporaries, he launched an independent system of 
practice. 

The author carefully abstains from employing the term 
“osteopathic medicine” which has come into rather wide usage 
throughout the profession in the last decade, possibly in con- 
sideration for those osteopathic physicians to whom the term 

mstitutes a semantic blockage. But its usage or nonusage is 
quite unimportant. The phraseology employed to describe the 
various periods of medical development is important only to 
the degree that it clarifies in a reader’s mind time relationships 
in that development. There have been many systems or “schools 

f medicine.” Americans of the older generation will recall 
especially the homeopathic and eclectic schools, and_ that 
named in derision by its opponents, the “allopathic” school. 
Osteopathy itself arose in this period of systems. And there 
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were many others in Europe that remain unknown except to 
the student of medical history. Organized medicine today, 
represented by the American Medical Association, the inheritor 
of the “allopathic” traditions, seeks to escape from any 
stigma of a system or sect, by proclaiming that medicine 
properly knows no system, nor has it a philosophy. 

But medicine generically is one of man’s great cultural 
heritages and disciplines, constantly changing, developing, and 
enlarging its horizons. It is acted upon by social forces and 
interacts with them as does any of man’s institutions. In certain 
ways its organizational development is analogous to that of the 
Christian church. Osteopathy is a part of medicine and can- 
not be separated from its history by the dictum of any group 
from within. Organized medicine dismisses the validity of a 
unifying principle, a philosophy of medicine, and prides itself 
upon such a denial. Osteopathy affirms a set of unifying and 
persuasive principles. And in that difference of approach 
to the problems of health and disease lies a basic distinction 
between osteopathy as a system of medicine and organized 
(“allopathic”) medicine. 

It seems to this reviewer that a brief exposition of the 
place of osteopathy in medical history would be better served 
by a study of trends and movements illustrating historical 
processes at work in medicine, than does the biographical 
method such as the author employs. Such an exposition has 
yet to be done and there is a demand for it. But that could 
constitute a book in itself. Individuals need the satisfaction that 
comes from a sense of integration with history as it relates 
to their own time and place. This volume does give the reader 
a lively consciousness that osteopathy has its historical place 
in the healing arts, and that it cannot be dismissed glibly as 
a cult. 

Part II deals with the fundamental basic sciences of 
anatomy, physiology, and pathology. The author is a teacher 
of anatomy and that section of the book seems especially 
well developed. This is a logical emphasis in view of the 
fundamental tenets of osteopathy. Chapter III of this section 
deals with a principle distinctive to osteopathy, that of the 
osteopathic structural lesion. This principle stems from an 
original postulate of Still concerning anatomic maladjustment, 
especially the spinal articular lesion. Research in the early 
days of osteopathy centered around the effects of this type 
of lesion and was prone to lay emphasis on the effect of single 
lesions. More modern research concerns itself with the osteo- 
pathic lesion complex, which reaches far beyond the immediate 
effect of a single spinal lesion or group lesion, to include 
effects upon interrelated body structures. These effects in 
turn can become causal. Thus the role of the osteopathic 
vertebral lesion passes beyond that of a static structural 
perversion to become a somatic problem, with a cycle of cause 
and effect, in which numerous reciprocal interrelationships are 
involved. Structural maladjustment is thereby seen as a 
dynamic process with ramifications extending from one organ 
system to another, involving the principle of body unity in 
health and disease. 

Part III, the last section of the text, is entitled “Principles 
of Structural Therapeutics in Osteopathy,” of which Chapters 
I and II are closely related to Chapter IV of Part II referred 
to above. The references of these three chapters, drawn largely 
from osteopathic literature, constitute a study of the somatic 
components of the disease process. Their study could help 
dissipate the criticism of the uninformed that osteopathic 
theory is a dogmatic statement of unsubstantiated belief, having 


no basis in the demonstrable facts of human physiology. 

Chapter I of Part III is prefaced by a chart in which 
“osteopathic structural therapeutics (osteopathic medicine)” is 
conceived as a complete system of therapy. The chart would 
be useful as a teaching aid illustrative of the scope of 
osteopathy as conceived by Still. And that the scope was 
broad has been the almost unanimous opinion of those who 
came in contact with him personally, for a period long enough 
to appreciate the breadth of his conceptions. For what he 
taught was often more important than what he wrote. The 
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author is conversant with all that Still taught and interprets 
him broadly, thereby making a logical case for his premise 
that structural therapeutics is a complete system of medicine. 
It will be difficult for physicians of other schools of practice 
to accept the classification of specifics, antibiotics, anesthetics, 
antiseptics, and symptomatic drug therapy as “adjunctive 
therapy” and to understand Page’s reason for doing so. The 
classification per se is not acceptable to this reviewer as 
definitive, unless it is presented not as a finality, but as a 
methodology of teaching. As such it is acceptable. Page is 
in no sense dogmatic and mechanistic in his thinking, and the 
reviewer believes that the author puts forth the classification 
for what it is, a dialectic teaching aid for the student. It 
could confuse, however, the literal minded, the uninformed, 
and those individuals who are satisfied only with fixed 
formulas. 

Careful reading of the entire book, with extensive use of 
the references, will give the osteopathic physician a sense of 
integration of his school of medicine with the great body of 
medical practice. And it could bring to the physician of the 
other unlimited school of practice a sense of the usefulness 
and logic of a philosophy of medicine. Such doctors would 
insist that much osteopathic research that has been done is 
incomplete and that very much more needs to be done by 
modern standards. But if open-minded, they would grant that 
the osteopathic concept establishes certain hypotheses, which 
if not proved have not been disproved and, therefore, are 
acceptable as hypotheses. They would grant that these hy- 
potheses have never been explained to the fullness of their 
implications nor permitted to develop logically certain of 
their basic propositions. And if they were not too mind-set, 
not too unimaginative to grasp the totality of thinking involved, 
they would grant that within the osteopathic concept as it 
emerges from this book there is a field rich for exploration 
and development, to the unlimited benefit of a great section 
of man’s knowledge, the field of medicine itself. A text which 
will do this is an achievement. 

The author has had the benefit of wide professional 
consultation which adds to the text’s authenticity, and to these 
consultants he gives due acknowledgement. The Foreword was 
written by Thomas L. Northup, D.O., whose great contribu- 
tion to his profession has been the careful guidance he gave 
the Academy of Applied Osteopathy in its early organizational 
stages, especially in the period when it could have readily 
become a splinter group. The title page bears the inscription, 
“A Harry L. Chiles Memorial Publication”; the volume is 
dedicated to Ralph W. Rice. Both men made contributions 
to the growth and development of the profession which were 
inestimable in value, and both belong to an early group to 
whom osteopathy was a vocation in the dedicated sense of 
that word. The illustrations are numerous and of excellent 
quality. Six plates in color from the Ciba collection of medical 
illustrations add to the teachability of the text and to its 
attractiveness. X-ray illustrations are excellently reproduced 
in the negative. The printing and binding are of high grade. 
The author’s style flows evenly, is crystal clear and interesting, 
and the presentation of his material moves with analytical 
precision. 

Attention is called to the presence of certain technical 
errors in the book, mainly infractions of the principle of 
uniformity of style. Several occur in the index resulting in 
alphabetical transposition. This type of error creeps in most 
frequently in publications by firms relatively inexperienced in 
book production. Competent technical editorship must be sup- 
plied for it is not within the province of authors or editorial 
consultants to supply it. These errors will doubtless be found 
and corrected in subsequent editions. 


As a text, this volume should have the widest possible 
use in our colleges, and a wider reading by osteopathic physi- 


cians everywhere. In a day when the uninformed, both 
within and without the osteopathic profession, are questioning 
the right of osteopathy to occupy a distinctive place in the 
healing arts, this book does much more than conserve old 
values, it becomes a positive contribution to the philosophy 
of the medical arts. It is a modern contribution to medical 
literature and is warmly commended. 
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THE CYCLOPEDIA OF MEDICINE, SURGERY, SPECIAL. 
TIES. Editor-in-Chief, George M. Piersoil, M.D., Professor of Medicine 
and Director of the Center for Research and Instruction in Physical 
Medicine, Graduate School of Medicine, and Professor of Physical Medi- 
cine, University of Pennsylvania; Assistant Editor, Edward L. Bortz, 
M.D., Associate Professor of Medicine, Graduate School of Medicine, 
University of Pennsylvania; Past President, American Medical Associa 
tion. Cloth, Fourteen loose-leaf volumes and Index, with illustrations 
F. A. Davis Co., 1914-16 Cherry St., Philadelphia 3, 1952. 

The developments in the medical field have become so 
extensive and have come so rapidly that it is now completely 
impossible to carry on a practice with any degree of efficiency 
without recourse to authoritative literature. And having such 
literature at hand is a problem even for the physician in 
localities where medical libraries are available; it is a much 
greater problem to those doctors who are located in small 
towns and rural communities. 

From the time of its first publication 20 years ago the 
“Cyclopedia of Medicine and Surgery” has been found useful 
and reliable. With the publication of the new looseleaf edition 
its usefulness has been extended and its reliability continues 
high. 

The revolutionary advances in medicine and surgery have 
made it necessary largely to rewrite and wholly to reprint the 
Cyclopedia. For the monumental task of rewriting and 
re-editing, the staff of associate editors and contributors 
assembled to work with the editor-in-chief, George M. Piersol, 
comprises a large number of the best-known names in Ameri- 
can medicine today. Edward L. Bortz is assistant editor, 
and the chief associate editors are Alton Ochsner, Archibald 
D. Campbell, Frederick H. Falls, Francis L. Lederer, Robert 
A. Lyon, and Conrad E. Berens. 

The format of the new work has been radically altered 
The pages, printed on lighter weight paper, are made up in 
volumes of uniform thickness in looseleaf binders. The pub- 
lishers plan, by making use of the looseleaf binding, to bring 
out a substantial amount of new material each year. In 
addition they will continue to publish a yearly service volume 
which will provide a review of outstanding developments 
Either or both of these services will be available to subscribers 
Thus it will be possible for the Cyclopedia to continue to be 
serviceable far longer than if it were permanently bound. 

The subject matter is presented in cyclopedic form, for the 
most part alphabetically arranged. In general a definite plan 
of presentation has been followed. Diseases are discussed in a 
systemic manner with emphasis on symptomatology, differential 
diagnosis, and therapy. Drugs are discussed especially from the 
standpoints of pharmacology, untoward reactions and poisoning, 
and therapeutic applications. In conformity with the policy of 
the Cyclopedia, treatment in its broadest interpretation has been 
given a prominent place in all discussions of diseases and drugs. 
Those drugs which are now of greatest use are considered at 
length, while those of decreasing usefulness are considered in 
less detail or have been eliminated. Basic fields of therapy, 
including surgery, dietetics, radiation therapy, physical and 
occupational therapy, endocrine therapy, and psychotherapy, 
have been given special attention. 

Anesthesia, a subject which is of interest not only to the 
anesthesiologist but to all physicians, is given extensive and 
comprehensive coverage—1l72 pages. Operative risk, preanes- 
thetic medication, Avertin rectal anesthesia, inhalation anes- 
thesia, regional anesthesia, spinal anesthesia, and intravenous 
anesthesia are presented by specialists in the field. 

The various antibiotics are treated both as separate entities 
and in relation to the various diseases in which they are 
applicable. Body weight, which is being recognized as having 
profound physical and emotional significance, is discussed at 
length. Appended to this discussion, as to many others, is a 
list of related subjects, a helpful device for guiding the 
student or busy doctor in the way that he should go. 

Recognition of the increasing importance and seriousness 
of cardiovascular diseases is reflected in the 817-page section 
devoted to them. No new phase of diagnosis and treatment has 
been left uncovered. 

The section on radiology has been expanded to cover the 
cyclotron and atomic energy, the use of radioactive iodine in 
medicine, and the current modes of diagnostic roentgenography 
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and -therapeutic radiation. Deep therapy radiation and treat- 
ment of pelvic malignancy are sections which are of particular 
interest. 

The newest of medical specialties, physical medicine, is 
dealt with in practical articles on rehabilitation and occupa- 
tional therapy. Psychiatric subjects cover everyday problems, 
such as psychosomatic conditions and the difficulties that 
arise in marriage and the rearing of children. 

Use of the Cyclopedia is easy because of the alphabetical 
arrangement, and it is facilitated by the liberal number of 
cross references and by an index volume. Bibliographic refer- 
ences have been kept at a minimum and in general have been 
provided only for important contemporary contributions. 

In closing his Preface to the Third Edition, Dr. Piersol 
says that this work “has been planned to provide a complete, 
compact, reference library sufficiently scientific to prove useful 
to teachers and investigators, as well as to medical students, 
interns, and residents; one that will provide specialists with 
complete up-to-date reviews of their respective fields; and, 
above all, one that in a single set of convenient books, will 
make available to the hard-pressed general practitioner authori- 
tative practical information on every phase of medicine.” In 
the opinion of this reviewer this purpose has been as nearly 
achieved as is possible in this rapidly changing world. 


DOCTORS DIFFER. 
illustrations. Price $5.50. 
Lawrence Ave., Springfield, IIl., 


Cloth. Pp. 239, with 
Publisher, 301-327 E. 


$y Harley Williams. 
Charles C Thomas, 
1952. 

The distinguished British physician who is the author of 
these five sketches of physicians presents them as little biogra- 
phies in contrast. Two other sketches find their way into the 
study. Of special interest are the contrasting studies of 
William Osler and James Mackenzie. The one is the 
apotheosis of the urbane and scholarly, the great humanist 
in medicine, not the discoverer of knowledge but the carrier 
to those less informed; the other, long a country doctor and 
a general practitioner, had none of the catholic taste nor the 
complicated and fascinating personality of Osler, but possessed 
an inborn gift of ceaseless questioning that bespoke the 
research mind and brought him high recognition. Both Osler 
and Mackenzie illustrated by their lives that medicine in itself 
is hoth an art and a way of life, but they exemplified it in 
utterly different ways. 

The author supplies as a theme for the book Rembrandt's 
famed painting, “The Anatomy Lesson of Dr. Nikolaas 
Tulp.” Just as each doctor brings to the anatomy lesson 
diversified and conflicting points of view, so do the physicians 
sketched by the author bring a different philosophy to their 
practice of medicine. Each is different, and each is right. 

All of the sketches are interesting and of value to the 
physician to whom his profession is more than a way to 
make a livelihood. 


CLINICAL HEMATOLOGY. By Maxwell M. Wintrobe, M.D., 
Ph.D., Professor of Medicine and Director, Laboratory for the Study 
of Hereditary and Metabolic Disorders, University of Utah, College of 
Medicine, Salt Lake City, Utah; Formerly Associate in Medicine, 
Johns Hopkias University, Associate Physician, Johns Hopkins Hospital, 
and Physician-in-charge, f Nutritional, Gastro-Intestinal and 


Clinic for 
Hemopoietic Disorders, Baltimore, Maryland. Ed. 3. Cloth. Pp. 1048, 


with illustrations. Price $12.50. Lea & Febiger, Washington Square, 
Philadelphia 6, 1951. 

Consistent with the changing emphasis and rapidly develop- 
ing cytologic technics, this latest edition of the leading text 
on hematology has been revised to include recent discoveries 
in that field. Significantly, the consideration of blood dyscrasias 
has become more basic; the emphasis is not so much upon hem- 
olytic disturbances, their symptoms and treatment; but more 
upon the cytologic and biochemical etiology of blood anomalies. 

Eminent in the field of hematology, Dr. Wintrobe has 
re-evaluated the entire text, deleted a great deal of outdated 
material, and added much new and important material. The 
portions dealing with bone marrow, coagulation, hemolytic 
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diseases, and hemolytic anemias have been revised. Sections 
on cytochemistry, inheritance of hemopoietic disorders, and 
new chemotherapeutic agents have been added. 

An authoritative text, lucidly written, well illustrated, 
completely indexed, and with ample references, this edition 
should be added to the earlier ones already much used and 
should be an immediate acquisition for any practitioner not 
already aware of its excellence. 


ESSENTIALS OF PHARMACOLOGY. By Frances K. Oldham, 
Ph.D., M.D., Research Associate in Pharmacology, The University of 
Chicago, F. E. Kelsey, Ph.D., Associate Professor of Pharmacology, 
The University of Chicago, and E. M. K. Geiling, Ph.D., M. D., 
Frank P. Hixon Distinguished Service Professor and Chairman of the 
Department of Pharmacology, The University of Chicago. Ed. 2. 
Cloth. Pp. 462, with illustrations. Price $5.00. J. B. Lippincott Com 
pany, East Washington Square, Philadelphia, 1951. 

The subject material presented in this second edition 
constitutes an introductory course in pharmacology of value 
to the student or to the practicing physician. Since most 
college courses in pharmacology are limited in both time and 
detail because of the rapid development in the field, this text 
is likewise brief, and is intended, as the authors explain in 
the preface, “to serve the purpose of a broad survey of the 
field and as a background for further and more detailed studies 
of particular aspects of the subject.” 

Drugs having similar activity and characteristics are 
discussed by chapters, in regard to composition, uses, and 
therapeutic dosages. Each chapter ends with a list of the 
important official and nonofficial drugs available and adequate 
references also are provided for the benefit of those intending 
further study. 

In this edition, recent advances in pharmacology have 
necessitated additions and revisions including sections on radio- 
active isotopes, adrenal and ganglionic blocking agents, and 
antihistamines. New agents such as ACTH, cortisone, and 
the antibiotic drugs also are discussed. 

The material of the volume is presented with clarity and 
conciseness, and within its intended limitations, appears to 
serve its purpose adequately. 


Foreword by 
Brown and 


MAN AND HIS GODS. By Homer W. 
Albert Einstein. Cloth. Pp. 501. Price $5.00. 
Company, 36 Beacon St., Boston 6, 1952. 


Smith. 
Little, 


Doctors will be intrigued by the fact that the author of 
this book, which is obviously well without the wide field of 
medicine, is a professor of physiology and a urologist. Although 
he is outside the tradition of American medicine in which 
too often the physician is primarily a technician working 
within a highly specialized branch of man’s knowledge—he is 
within a much older tradition of the doctor as a member of 
the learned professions and as such the possessor of a broad 
knowledge of man’s disciplines. 

The outline of the book is historical with its central theme, 
“the boundless suffering which, in its end results, this mythic 
thought (i.e. religion) has brought upon man” (quoting from 
the foreword by Albert Einstein) making it evident that here 
is a definitely antireligious book. It is written popularly, but 
its background is scholarly, and it has about it the ring of 
authenticity, even though it contains almost no documentation, 
and its author is far removed from his own special field of 
knowledge, and even though the material is slanted, it is based 
upon sound information which should be a part of modern 
man’s knowledge. As such it must be accepted but with the 
warning that it develops but one sector of information. 

In an epilogue the author compresses into forty pages his 
own pro sua vita, and does it with honesty and humility. Here 
can be traced the broad background of scholarship from which 
he writes. 

This book could be read with great profit and interest by 
doctors who rarely venture into such fields. It would serve for 
them as a kind of “brain-dusting” (as termed by Osler) with 
a resulting spur to less muddled thinking in fields outside 
their own. 








SareseeeteS AND LOW CERVICAL CESARIAN on IN 
YSTOCIA OR INTRAPARTUM SEPSIS 

Before the advent of antibiotic drugs, low cervical 
cesarian section was considered an extremely dangerous 
operation for patients suffering intrapartum sepsis or 
dystocia, because of the possibility of severe postoperative 
sepsis and maternal death. However, Alfred J. Kobak, 
M.D., and his coworkers found that, where indicated in the 
presence of possible or actual infection, low cervical section 
is as safe as any other procedure if adjunctive preoperative 
and postoperative antibiotic therapy is employed. Their 
study, during which 140 consecutive typical cases were 
successfully concluded by this method without septic mor- 
tality, appears in the April 26, 1952, issue of The Journal of 
the American Medical Association. 


Dystocia is considered present when labor has lasted for 
24 hours or more. Fetopelvic disproportions or malpresentation 
are usually obvious causes of prolonged labor but borderline 
disproportion complicated by uterine constriction ring or inertia 
often make the decision for vaginal or cesarian delivery diffi- 
cult. The use of antibiotic agents now enables a test of labor 
in these patients without endangering the success of later 
transperitoneal cesarian section if it becomes necessary. 
Women infected through neglect or liable to infection after 
rupture of the membranes in prolonged labor, should receive 
antibiotic therapy in. addition to other measures regardless of 
the final method of delivery. 

Sincé bacteria causing puerperal or postoperative infection 
are likely to be of more than one micro-organism group, the 
authors advise the administration of at least two antibacterial 
agents to give the patient overlapping protection and thus a 
better prognosis, with the precaution that the agents employed 
be carefully selected as certain antibiotics appear to be antag- 
onistic to each other. 

Recommended dosage, in the absence of intrapartum fever, 
is one large injection of penicillin—but if infection is already 
present, large frequent doses of antibacterial drugs should be 
administered. Postoperative antibiotic medication should be 
maintained until the patient demonstrates no fever for 3 full 
days. 

The authors conclude, from their experience with this 
antibiotic management, that chemotherapy which increases the 
patient’s resistance, rather than the type of cesarian operation 
selected, is the decisive factor in reducing postoperative sepsis 
danger. Among the 140 potentially or actually infected pa- 
tients delivered by transperitoneal cesarian section with anti- 
bidity (49.2 per cent in actual and 29.3 per cent in potential 
infections) resulted. Most patients enjoyed mild convalescent 
biotic therapy, definitely decreased postoperative febrile mor- 
periods and there were no maternal deaths. 


SIMPLE TRACTION DEVICE 


E. H. Wiessenberg, M.D., and his coworkers report in 
the August 9, 1952, Journal of the American Medical Asso- 
ciation a simple device for applying traction to contractures 
in the hips and knees when the usual technics are not applica- 
ble. They illustrate their findings with a case history. 

The apparatus comprises a piece of Masonite % in. & 16 
in. X 18 in.; two pieces of plywood Y% in. X 6 in. X 6 in.; 
and eight small metal wheels. The wheels are attached to 
the plywood pieces (four wheels to each) and these dollies 
are placed on the Masonite board. The device, with a folded 
towel under the foot end, is then placed on the patient's 
bed; his heels are placed in gauze rings and then upon the 
carriages on the Masonite board. It was found that the 
dollies first move toward the patient (increasing the con- 
tracture) but the weight of the patient’s legs gradually pushes 
his feet away from his body consequently reducing the con- 
tractures. The force of traction may be varied by increasing 
or decreasing the incline of the board. 

The authors used the device suecessfully in the case of a 
patient whose legs, from the knees to the ankles, had received 
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third degree burns. Treatment before hospitalization had been 
inadequate and severe flexion contractures in both hips and 
knees had resulted. While preparing the burned areas for 
plastic surgery the apparatus described above was tried in 
order to prevent further contracture and atrophy of the leg 
muscles. Because of the condition and location of the burns 
the usual methods of applying traction could not be used. 
But, with the aid of this device, the patient’s legs were almost 
completely straight after 24 hours of treatment. 

The authors believe this device helpful not only for this 
patient but also for arthritic patients and those needing similar 
postoperative traction. 


A PLASTIC CLOSED-END RECTAL SPECULUM 


A closed-end rectal speculum .for office and hospital 
operations is reported by Charles Alexander Lamb., M.D., in 
the July 3, 1952, New England Journal of Medicine. This 
nonbreakable, plastic tube is designed with a hole and slit at 
different levels to facilitate pulling lesioned tissue into it by 
means of suction. This reduces bleeding otherwise caused 
by grasping instruments. The diagnosis is made in the usual 
manner, by rectoscope; the speculum is inserted; the tissue 
is pulled into the tube, provided it does not involve the 
muscular layer of the rectum; and the lesion is treated in 
the chosen manner. 

The closed end of the tube reduces contamination and 
the plastic which is a poor conductor of heat and electricity 
and is easily cleaned permits a clear view of the field. 


THE RELATION OF OBESITY TO MENSTRUAL 
DISTURBANCES 


The correlation of overweight with menstrual disturb- 
ances is discussed by Joseph Rogers, M.D., and George W. 
Mitchell, Jr., M.D., in The New England Journal of Medicine, 
for July 10, 1952. 

In their attempt to provide statistical evidence of increased 
incidence of obesity in the presence of amenorrhea, the authors 
studied women who were between the ages of 16 and 40, 
without pelvic abnormalities, and whose amenorrhea was not 
associated with systemic disease. Obesity was defined as 20 
per cent or more over ideal weights described by the Public 
Health Service. Amenorrhea was considered present when 
menstruation was absent for at least 3 months. 

Two groups, experimental and control, were set up con- 
taining 100 and 201 women respectively. The experimental 
group was composed of patients in whom amenorrhea, abnor- 
mal uterine bleeding, premature menopause, habitual abortion, 
and infertility were diagnosed. Only the first two conditions 
afforded significant statistical results. The control group 
exhibited none of these conditions. 

The experimental group was subdivided according to the 
particular menstrual disorders. In comparison with the control 
group (13 per cent of these were obese) it was found that 
of the 60 with amenorrhea 29 (48 per cent) were obese. Of 
the patients (19) with functional uterine bleeding 58 per cent 
were overweight. 

The groups were also divided into age categories (16-29 
years and 30-40 years) and then subdivided according to com- 
plaint. In the younger group 47 had amenorrhea and 26 (55 
per cent) were obese whereas in the corresponding control 
group the incidence of overweight was only 7 per cent. In 
the second age group 13 patients had amenorrhea of which 3 
(23 per cent) were overweight. There was an 18 per cent inci- 
dence of obesity in the control group. 

It is pointed out by the authors that the correlation 
between amenorrhea and overweight in both parts of the 
experiment is evident and they present the possibility that both 
the amenorrhea and obesity may be of a hypothalamic origin. 
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Conventions and 
Meetings 


Announcements 


American Osteopathic Association, 
Fifty-Seventh Annual Convention, 
Chicago, July 13-17, inclusive. Pro- 
| gram Chairman, Roger E. Bennett, 
Middletown, Ohio. 


American College of Osteopathic Intern- 
ists, annual meeting, Hotel Huntington, 
Pasadena, Calif., October 14-17. Pro- 
gram Chairman, Neil R. Kitchen, 
Highland Park, Mich. 


American College of Osteopathic Obste- 
tricians and Gynecologists, annual meet- 
ing, Hotel Adolphus, Dallas, Tex., 
February 9-12. 

American College of Osteopathic Sur- 
geons, annual meeting, Neil House, 
Columbus, Ohio, October 26-30. 


American Osteopathic Academy of Or- 
thopedics, annual meeting, Neil House, 
Columbus, Ohio, October 26-30. Pro- 
gram Chairman, Warren G. Bradford, 
Dayton, Ohio. 

American Osteopathic College of Radi- 
ology, annual meeting, Neil House, 
Columbus, Ohio, October 26-30. Pro- 
gram Chairman, J. Armande Porias, 
Newark, N. J. 

American Osteopathic Hospital Associa- 
tion, annual meeting, Neil House, Co- 
lumbus, Ohio, October 26-30. 

American Society of Osteopathic Anes- 
thesiologists, annual meeting, Neil 
House, Columbus, Ohio, October 26-30. 

Arkansas, midyear meeting, Albert Pike 
Hotel, Little Rock, October 16. 

Florida, annual meeting, June 11-13. 

Georgia, annual meeting, Hotel Dempsey, 
Macon, May 1, 2. Program Chairman, 
Albert A. Jelks, Macon. 

Hawaii, annual meeting, October 9-11. 
Program Chairman, C. W. Wyman, 


Honolulu. 

Indiana, annual meeting, French Lick 
Springs Hotel, French Lick, April 
26-28. 


New York, annual meeting, Hotel Pow- 
ers, Rochester, October 10, 11. Pro- 
gram Chairman, Hewett W. Strever, 
Rochester. 

North Carolina, annual meeting, Battery 
Park Hotel, Asheville, October 24, 
25. Program Chairman, Elizabeth E. 
Smith, Asheville. 

Oklahoma, annual meeting; Hotel Bilt- 
more, Oklahoma City, November 5-7. 
Program Chairman, Melvin A. Kiesel, 
Hinton. 

Oregon, annual meeting, Multnomah Ho- 
tel, Portland, June 9-11. Program 
Chairman, D. H. Schmidt, Portland. 

Osteopathic College of Ophthalmology 
and Otorhinolaryngology, annual meet- 

ing, Neil House, Columbus, Ohio, Oc- 

tober 30-November 1. Program Chair- 
man, Charles A. Blind, Los Angeles. 
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In Para-Nasal Infection 
ARGYROL provides 


Broad Spectrum Bacterio- 


stasis - Detergent and 
Demulcent Properties - 
Compatability with 
Systemic Antibiotics 


In the treatment of para-nasal 
infection, local therapy remains of 
paramount importance. Inadequate 


drainage from closed spaces makes local 


therapy a necessary component of 


successful treatment. The bacteriostatic 


and physical properties of ARGYROL 
help overcome infection, promote 
drainage and pro- 
vide decongestion 1. 
without rebound. 

mal duct. 


n 


For these maximum 3 
benefits of ARGYROL 

be sure to prescribe 

the Original Package 


The ARGYROL Technique 
The nasal meatus . . 
percent ARGYROL instilla- 
tions through the nasolacri- 


. The nasal passages . 
10 per cent ARGYROL so- 
lution in drops. 3 

. The nasal cavities . . 
10 per cent ARGYROL by 
nasal tamponage 

Decongestion and Relief without Rebound 
Decongestion without Dysfunction 
—the medication of choice in treating para-nasal infection 





its Three-Fold Effect 


. by 20 1. Decongests without irrita- 
tion to the membrane and 


without ciliary injury. 


nn 


with . Definitely bacteriostatic, 

> yet non-tozic to tissue. 

. Stimulates secretion and 
cleanses, thereby enhanc- 
ing Nature's own first line 
of defense 


. with 


Made only by the 


A. C. BARNES COMPANY, NEW BRUNSWICK, WN. 3. 


ARGYROL is a registered 


Rocky Mountain Osteopathic Conference, 
midyear meeting, Broadmoor Hotel, 
Colorado Springs, November 14-16. 
Program Chairman, Samuel V. Orig- 
lio, Denver. 


Tennessee, annual meeting, New South- 
ern Hotel, Jackson, October 12-15. 


Virginia, annual meeting, Williamsburg, 
May 22, 23. Program Chairman, Felix 
D. Swope, Alexandria. 


West Virginia, annual meeting, Daniel 
Boone Hotel, Charleston, June 7-9. 
Program Chairman, Theodore L. 
Sharpe, Martinsburg. 





k, the property of A. C. Barnes Company 


OFFICIAL AND AFFILIATED 
ORGANIZATIONS 
CALIFORNIA 
Long Beach 
The officers are: President, Earl E. 
Watters, Compton; president-elect, Don 
C. Littlefield; and secretary-treasurer, 
Charles R. Posson, both of Long Beach. 
The trustees are: Elmer S. Clark, 
Fred Dubin, and Ace Pettigrew, all of 

Long Beach. 

Bureau chairmen are: Public affairs, 
Walter Mattocks; insurance, Robert A. 
Heller, professional affairs, Nicholas V. 
Oddo, all of Long Beach; and public 
service, Dr. Clark. 
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DESITIN Ointment 
proves in everyday prac- 
tice its ability to ease pain, 
renew vitality of sluggish 
cells, and stimulate smooth 
tissue repair in lacerated, 
denuded, chafed, irritated, 
ulcerated tissues—in con- 
ditions often resistant to 
other therapy.!3 


FULL 
SPEED 

| AHEAD 

in TISSUE REPAIR 


DESITIN 


OINTMENT 


the pioneer external cod liver oil therapy 


in wounds (especially slow healing 

UICErS (decubitus, varicose, diabetic) 
burns, perianal dermatitis 
non-specific dermatoses 


Protective, soothing, healing, Desitin Ointment is a non- 
irritating blend of high grade, crude Norwegian cod liver oil 
(with its unsaturated fatty acids and high potency vitamins A 
and D in proper ratio for maximum efficacy), zinc oxide, 
talcum, petrolatum, and lanolin. Desitin Ointment does not 
liquefy at body temperature and is not decomposed or 
washed away by secretions, exudate, urine or excrements. 
Dressings easily applied and painlessly removed. 


Tubes of 1 oz., 2 0z., 4 oz., and 1 Ib. jars. 


write for samples and literature 


DESITIN cuemicat company 


70 Ship Street © Providence 2,R.1. 





Department chairmen are: Veterans 
affairs and military affairs, Dr. Posson; 
public health and child welfare, Wilmer 
Olson; publicity and publications, Dr. 
Littlefield; radio and ethics and censor- 
ship, Dr. Clark; speaker procurement 
and industrial accident insurance, Edward 
Neushutz; professional education, Clar- 
ence Wensley; hospitals and clinics and 
medical defense, Philip Reames; voca- 
tional guidance, James Jensen; member- 
ship, Carmen H. Chemberlen; historian, 
Henry Miles; health insurance, Dr. 
Heller; and reduced rates, Drs. Little- 
field, Posson, and Chemberlen, all of 
Long Beach. 

Pomona Valley 

The officers are: President, Richard 
Eby; vice president, Richard Cavenaugh ; 
and secretary-treasurer, Phillip Koppel, 
all of Pomona. 


1. Behrman, H. T., Combes, F. C., Bobroff, A., 
Leviticus, R.: Ind, Med. & Surg. 18:512, 1949, 

2. Turell, R.: New York St. J. M. 50:2282, 1950. 

3. Heimer, C. B., Grayzel, H. G., and Kramer, B.: 
Archives Pediat. 68:382, 1951. 


Redwood Empire 

The officers are: President, Leslie A. 
Harper, San Rafael; president-elect, 
Betty A. Green, Huntington Park; and 
secretary-treasurer, Frederick P. Greiner, 
Vallejo. 

The trustees are: Melvin L. Neilsen 
and Alfred C. Handy, both of Petaluma. 

San Diego 

officers are: President, Richard 
L. Pascoe, San Diego; president-elect, 
Richard R. Fiala, Fall Brook; and 
secretary-treasurer, Gordon L. Krauss, 
San Diego. 

Kenneth Forror, San Diego, is trustee. 


The 


COLORADO 

State Society 
The program which was to be pre- 
sented at the meeting in Glenwood 
Springs on September 20, 21, included: 
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“Osteopathic Manipulation in Relation to 
Office Proctology,” Reginald Platt, Hous- 
ton, Tex.; “Ligamentous Articular Re- 
lease,” Anna L. Slocum, Des Moines, 
lowa; “Understanding the Osteopathic 
Lesion,” Thomas F. Schooley, Phoenix, 
Ariz.; “The Added Tools of Osteopathic 
Diagnosis,” Rollin E. Becker, Dallas, 
Tex.; and a round-table discussion on 
cranial osteopathy by all four doctors. 


DELAWARE 
State Society 

The officers were reported in the July 
JOURNAL. 

Committee chairmen are: Membership, 
John C. Bradford; Osteopathic Progress 
Fund and public relations, Leonard C. 
Lipscomb; public relations and legisla- 
tive, A. A. Golden; educational programs 
and meetings, Merritt G. Davis; and hos- 
pitals, Henry George, III, all of Wil- 
mington. 

Edith M. Incababian, 
trustee at large. 


Wilmington, is 


FLORIDA 
District One 
The officers are: President, R. Philip 
Coker, Panama City; vice president, A. 
R. Frank, Marianna; and secretary-treas- 
urer, Doris R. Coker (re-elected), 
Panama City. 
GEORGIA 
Atlanta 
Speakers at the August 20 meeting in 
Atlanta were Ruth V Atlanta, 
and Walter K. Cousins, Rockmart. 
The next meeting was to be held in 
Atlanta on September 17. 


Glass, 


ILLINOIS 
State Society 

The officers and trustees were reported 
in the July JourNAL. 

Committee chairmen are: Executive, 
Lloyd R. Wood, Oregon; ethics and cen- 
sorship, Malcolm Tengblad; nominating, 
W. F. Strachan; Osteopathic Progress 
Fund, William Wood, all of Chicago; 
public education on health, C. E. Cryer, 
El Paso; professional education, Dale 
E. Craig, Joliet; constitution and bylaws, 
Harold M. Osborn; resolutions, Louise 
Astell, both of Champaign; budget, Har- 
old W. Fitch, Bushnell; membership, 
J. K. Swain, Sterling; and liaison, Floyd 
F. Peckham, Chicago. 

INDIANA 
State Society 

The officers and trustees were reported 
in the July JourNAL. 

Department chairmen are: Public af- 
fairs, Dale G. Treadwell, Auburn; legis- 
lative, Herman E. Rinne; compensation 
insurance, Paul B. Blakeslee; budget, 
Arabelle Wolf; revisions, Paul van B. Al- 
len, all of Indianapolis ; hospitals and clin- 
ics, Newal J. Roberts, Mishawaka; public 
health, John D. Hall, Kendallville; vet- 
erans care, Howard E. Eastman; press, 
Fred L. Swope, both of Richmond; 
professional affairs, L. A. Marohn, Elk- 
hart; membership, Earl B. Cary, Brazil; 
ethics, E. R. Horton, Jr., Ft. Wayne; 
professional insurance, L. A. Rausch; 
civil defense, David E. Turfler, both of 
South Bend; vocational guidance, L. P. 
Ramsdell, LaPorte; Osteopathic Progress 
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Fund, V. B. Wolfe, Walkerton; conven- 
tion, J. Wesley Elbert, Petersburg; 
public and professional affairs, F. E. 
Warner, Bloomington; radio, C. Allen 
Brink, Princeton; publications, Donald 
R. Hinton, Nappanee; and community 
activities, Lee W. Yoder, Wabash. 
Fifth District 

A meeting was scheduled for Septem- 

ber 21 at McCormicks Creek State Park. 


KANSAS 
Arkansas Valley 
A meeting was to be held in Larned 
on September 25. 
Mid-Kansas 
M. B. Willems, Hillsboro, led the dis- 
cussion of gastric resections at the meet- 
ing on August 13 at Marion 
Lake. 


County 


MICHIGAN 
Southeastern 
\ meeting was to be held on Septem- 
ber 7 in Monroe. 


MISSOURI 
Central Ozark 

The officers are: President, Warren 
M. Cottingham, Rolla; president-elect; 
Ronald Scott, Bourbon; vice president, 
L. G. Myers, Richland; secretary-treas- 
urer, John Mihalevich (re-elected) ; and 
corresponding secretary, Mrs. John Mi- 
halevich, both of Crocker. 

The September 4 meeting was held 
in Rolla. 

Northeast 

“Surgery of the Esophagus” 
subject discussed by Grover 
Kirksville, at the August 

Ozark 

The officers are: President, Mary 
King; vice president, Elmer Williams, 
both of Springfield; and secretary-treas- 
urer, H. R. Agnew, Pleasant Hope. 

The trustees are: William L. Wetzel, 
Springfield, and Homer Matz, Ash 
Grove. , 


was the 
Stukey, 
14 meeting. 


Committee chairmen are: Membership, 
Paul I. Needham; ethics, William L. 
Wetzel; hospitals, Wilma Westfall; leg- 
islation, C. Andrew Wurst; public health, 
Leland E. Wetzel; public relations, How- 
ard T. Mason; press, R. R. Reynolds; 
parliamentarian, Louise Remmert, all of 
Springfield; clinics, V. P. McCormick, 
Ozark; statistics, Carl Bailey, Urbana; 
convention program, Joseph G. Bennett, 
Buffalo; convention arrangements, Omer 
L. Bohrer, Lebanon; vocational guidance, 
R. C. Mitchell, Republic; and industrial 
and institutional service, W. F. Zum- 
brum, Boliver. 

Southwest 

The officers are: President, D. M. 
Russell, Carthage; vice president, C. B. 
Jogerst, Joplin; and secretary-treasurer, 
Harold E. George (re-elected), Mt. Ver- 
non 

W. M. Jones, Neosho, is trustee. 

Chairman of the ethics committee is 
Stanley J. Hayward, Mt. Vernon. 


MONTANA 
State Society 
The officers and trustees were reported 
n the August JOURNAL. 
Committee chairmen are: A.O.A. mem- 
ership, F. L. Anderson; vocational guid- 
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“hyperkinemics” to describe preparations 


such as Baume Bengué which produce 


blood flow through a tissue area. 
They point out that hyperkinemic 


effect, as measured by thermoneedles, 


may extend to a depth of 2.5 cm. 
below the surface of the skin. 


In arthritis, myositis, muscle sprains, 


bursitis and arthralgia, Baume Bengué 


induces deep, active hyperemia and 
local analgesia. Systemically, Baume 


Bengué promotes salicylate action against 


underlying disease factors. It provides 
the high concentration of 19.7% methyl 


salicylate (as well as 14.4% menthol) 
in a specially prepared ianolin base 


to foster percutaneous absorption. 


I. Lange, K., and Weiner, D.: J. 
Invest. Dermat. 12:263 (May) 1949. 
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ance, J. R. Mathis, both of Miles City; 
professional education, L. F. Howard; 
professional development and constitu- 
tion and bylaws, G. M. McCole, both of 
Great Falls; vocational guidance, Martha 
D. Nielson; public education on health 
and information and statistics, L. A. 
Crew, both of Billings; industrial and 
institutional services, W. F. Templeton, 
Harve; clinics, R. D. Wheaton, Helena; 
obstetrics, V. W. Wolf, Hardin; veter- 
ans, J. P. Campbell; M.O.A. member- 
ship, W. E. Dean, both of Bozeman ; 
state and federal coordinator, C. L 
Shafer, Jr., Helena; and legislative, D. 
M. Grewell, Billings, W. E. Monger, 
Dillon, L. C. Wilson, Chinook, C. G. 
Sundelius, Whitefish, C. W. Turner, 
Lewistown, Asa Willard, Missoula, E. S. 


y 


Baume Bengue 


155 East 44th Street, New York 17, N.Y. 


Edwin, Great Falls, and Drs. Anderson, 
Howard, and Campbell. 

NEW JERSEY 

Essex County 

The officers are: President, Norman 
K. Sewall, Bloomfield; vice president, 
G. Randall Atkinson; secretary, Richard 
Feige (re-elected), both of Upper Mont- 
clair; and treasurer, John H. Beckman, 
Caldwell. 

Committee chairmen are: Clinics, Ed- 
ward H. Johnson, Montclair; and pro- 
gram, Dr. Atkinson. 

NORTH CAROLINA 
State Society 

Department chairmen are: Professional 
development, Guy T. Funk, Winston- 
Salem; public health, Robert L. Johnston, 
Durham; internal affairs, Neva A. Mc- 











36 PLEASE 
Coy; legislative and judiciary, Thomas 
M. Rowlett, both of Concord; conven- 
tions and education, Elizabeth E. Smith, 
Asheville; public affairs and_ relations, 
Arthur M. Dye, Charlotte; and profes- 
sional relationships, E. W. Bush, South- 
ern Pines. 

OKLAHOMA 

State Society 


The annual convention held in Okla- 
homa City November 5-7 is to include 
the following speakers: Robert D. Mc- 
Cullough, Tulsa; C. W. Dalrymple, Lit- 
tle Rock, Ark.; Clayton H. Morgan, 
Kansas City, Mo.; Robert P. Morhardt, 
South Pasadena, Calif.; Russell C. Mc- 
Caughan, Chicago; and Don E. Ranney, 
Grosse Pointe Woods, Mich. 

Other portions of the program are 
to be presented by the Oklahoma Radio- 
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logic Society and the Oklahoma Osteo- 


pathic Hospital Association. 
Cimarron Valley 
The officers are: President, Thomas 
A. Ryan, Drumright; vice president, 
Jack D. Wray, Oilton; and secretary- 
treasurer, Joe W. Hanson, Cleveland. 


Chairman of the program committee 
is C. G. Ewing, Yale. 
Eastern 

The officers are: President, Ernest T. 

Ross, Okmulgee; vice president, C. D. 

Youngblood, Westville; and secretary- 

treasurer, Vernard W. Unruh, Wagoner. 


Tulsa 
The officers are: President, Frank 
J. Gasperich, 


Sand Springs; vice presi- 
dent, L. S. Van Valkenburgh; and sec- 
retary-treasurer, Crafton D. James, both 
of Tulsa. 


in happy... 
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TENNESSEE 
Eastern 
The officers are: President, Alberta 
Johnson, Chattanooga; vice president, 
Harold W. Roberts, Morristown; and 
secretary-treasurer, George G. Hall, 


Kingsport. 
TEXAS 
State Society Auxiliary 
The officers are: President, Mrs. Rk. B. 
Beyer, Ft. Worth; vice president, Mrs. 
Emil Plattner, Grand Prairie; president- 
elect, Mrs. H. V. W. Broadbent, Austin; 
secretary, Mrs. R. J. Brune, Corpus 
Christi; treasurer, Mrs. J. R. Alexander, 
Houston; and corresponding secretary, 
Mrs. Gordon Beckwith, San Antonio 
Hospital Association 
Speakers at the annual convention on 
August 31 were to be: H. Dale Pearson, 


Erie, Pa.; Mr. Alvin C. Knauss, Dallas; 
George J. Luibel; and Phil R. Russell, 
both of Ft. Worth. 
District One 
Clayton H. Morgan, Kansas City, Mo., 


“Diagnosis and Treatment of 
at the August 10 meeting 


spoke on 

Poliomyelitis” 
District Two 

President, C. E. 

Jack H. W ood- 


Raymond 


The oflicers are: 
Dickey; vice president, 
row; and secretary-treasurer, 
Fisher, all of Ft. Worth. 

District Six 
President, G. W 
Lester | 
Donald 


The officers are: 
Thompson; vice president, 
Tavel; and secretary-treasurer, 
C. Young, all of Houston. 


UTAH 
State Society Auxiliary 
President, Mrs. Wil- 
ford Hale, Logan; first vice president, 
Mrs. Otto L. Anderson, Richfield ; second 
vice president, Mrs. Leland Shaffer; and 
secretary-treasurer, Mrs. E. F. Waters, 
both of Salt Lake City. 


The officers are: 


WASHINGTON 
State Society 

The officers and trustees were reported 
in the September’ JoURNAL. 

The committee chairmen are: Public 
affairs and osteopathic research, Perry 
C. Wilde, Seahurst; hospitals and clinics, 
Thomas I. Moore, Toledo; vocational 
guidance, Arthur E. Borchardt, Sunny- 
side; finance, Eugene D. Mosier, Puyal- 
lup; membership, Richard S. Koch, 
Olympia; bulletin editor, Einer Petersen, 
Tacoma; ethics and censorship, Francis 
D. Goddard; industrial and institutional 
services, Herbert G. Bauer; public health, 
Mary E. Gillies; national defense, A. S. 
Mackenzie; manual of procedure, Eugene 
E. LaCroix; convention program, Wil- 


bert B. Saunders; parliamentarian, Ar- 
thur B. Cunningham; and “Welcome to 
Washington,” Howard F. Kale, all of 


Seattle. 


State Society Auxiliary 


The officers are: Mrs. Charles M. 
Mitchell, Pasco; first vice president, Mrs 
Arthur E. Borchardt, Sunnyside; second 


vice president, Mrs. Duane E. 
Tacoma; and secretary-treasurer, 
Clayton M. Schill, Seattle. 


Johnson, 


Mrs. 
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WEST VIRGINIA 
State Society 

The officers and trustees were reported 
in the August JOURNAL. 

Committee chairmen are: Ethics and 
censorship and public and professional 
welfare, Donald C. Newell, Oak Hill; 
membership effort, Joseph B. Bartram, 
Glenville; professional visual education, 
Charles S. McElroy, Follansbee; dis- 
tinguished service certificate, W. H. Carr, 
Bluefield, and Robert E. Coda, Morgan- 
town; research, E. E. Sieg; specialty 
groups, Benjamin Morris, both of Weir- 
ton; public relation, Rollo J. Morey, 
Parkersburg, and W. W. Wells, Mul- 
lens; progress fund, B. R. Kinter, Blue- 
field, and H. H. Cudden, Logan; state 
unit contact, A. B. Graham, Wheeling, 
J. C. Halley, New Martinsville, M. S. 
Boyes, Parkersburg, Roy Eshenaur, Pt. 
Pleasant, Harry E. McNeish, Elkins, R. 
B. Thomas, Huntington, W. B. Goff, 
Dunbar, Harwood James, Beckley, Guy 
Morris, Clarksburg, B. B. Courtney, 
Buckhannon, Theodore L. Sharpe, Mar- 
tinsburg, Earl C. Hahn, St. Mary’s, and 
Drs. Carr, Coda, and Newell; fact find- 
ing, Theodore H. Lacey, Parkersburg, 
Hoy E. Eakle, Hugheston, and Drs. Esh- 
enaur and Guy Morris; professional lia- 
bility insurance, Theron A. Titus, Mar- 
tinsburg, and Drs. Lacey and Coda; 
A.O.A. membership, O. F. Carroll, Jr., 
Welch; finance, Preston Gandy, Clarks- 
burg, and Drs. Graham and Guy Morris; 
budget, Edward D. Hersh, Weirton, and 
Drs. Morey, Wells, Gandy, Thomas, and 
Guy Morris; federal-state coordinator, 
Charles L. McDonald, Charleston; and 
refresher course and convention pro- 
grams, Dr. Sharpe. 

Bureau chairmen are: Professional 
education, Dr. Wells; professional de- 
velopment, Dr. Hersh; hospitals, John 
A. Matousek, Weirton; public education 
on health, Dr. Morey; public health and 
education (Public Health, Council), Ver- 
non E. Hoefer, Glenville; industrial and 
institutional service, Dr. Graham; and 
business affairs, Guy Morris. 

Department chairmen are: Professional 
affairs, Dr. Thomas; and public affairs, 
Dr. James. 

Plans for the midyear convention in 
White Sulphur Springs September 28-30 
include: “Dysmenorrhea and Premens- 
trual Tension,” “Diabetes Mellitus- 
Etiology and Symptoms,” and “Role of 
the Adrenals in Body Defense Mecha- 
nisms,” Claus A. Rohweder, Kirksville, 
Mo.; “Osteopathic Mechanics,” A. B. 
Graham, Wheeling; and “Management of 
the Handicapped Child,” Beryl E. Ar- 
buckle, Philadelphia. 

Ohio Valley 

Charles S. McElroy, Follansbee, pre- 
sented a paper, “General Principles of 
Symptoms with Indications for the Use 
of Cortisone,” at the July 24 meeting 
in Steubenville. 


WISCONSIN 
Milwaukee District 
The officers were reported in the Au- 
gust JOURNAL. 
Committee chairmen are: Membership, 


W. A. Meyer; hospitals and clinics, Paul 
Atterberry; legislation, F. E. Hecker; 
industrial and institutional service, E. J. 
Marjan; public relations, Donald Lind- 
ley, all of Milwaukee; ethics, Robert 


Stocker, Oconomowoc; convention ar- 
rangements and public health, H. C. 
Bahling, Wauwatosa; and_ vocational 


guidance, R. W. Anderson, Cudahy. 


SPECIAL AND SPECIALTY 
GROUPS 
ACADEMY OF APPLIED OSTEOPATHY 
Osteopathic Cranial Association 

The officers are: President, George A. 
Laughlin, Kirksville, Mo.; president- 
elect, Rachel Hodges Woods, Des Moines, 
Iowa; executive secretary - treasurer, 
Kenneth E. Little, Kansas City, Mo.; 
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and honorary president, William G. 
Sutherland, Pacific Grove, Calif. 

The members of the executive board 
are: Anne L. Wales, Providence, R. L.; 
Harold I. Magoun, Denver; and H. G. 
Grainger, Tyler, Tex. 

Puget Sound 

The program planned for the meeting 
in Seattle on September 20 included: 
“Decompensation of the Heart and As- 
sociated Conditions,” Arthur B. Cunning- 
ham; “Early Osteopathic Research and 
Its Application to Present Day Therapy,” 
Martin D. Young; “Some _ Technics 
Shown at Atlantic City,” Leanna Terry, 


all of Seattle; “Osteopathic Observa- 
tions,” George W. Eagon, Portland, 
Ore.; and “Cranial Osteopathy as Dis- 


PROPER PROCTOLOGICAL-POSITIONING WITH 
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PROCTOSCOPIC TABLE 


FOR MINOR TREATMENT TO MAJOR SURGERY 


... Gear controls provide all adjustments—leg 
section—elbow rest—complete table top. 


.. - Patient rests entirely on knees and elbows— 
no weight on hips. 
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For the Best In Examining 
and Surgical Tables—For General 
or Specialized Practice. 






Write For Complete Information 


SHAMPAINE COMPANY, DEPT. O-!0-52 
1920 South Jefferson Avenue 
St. Louis 4, Missouri 


Please send me complete information on Shampaine 
Garfield Proctoscopic Tables 


My dealer is. 
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PLEASE MENTION 


Thomas 
Alice 


Literature,” 
and Mary 


cussed in Recent 
C. Herren, Kelso, 
Hoover, Tacoma. 


MICHIGAN OSTEOPATHIC 
SURGICAL SOCIETY 


The officers and trustees were reported 
in the May JouRNAL. 

Committee chairmen are: Statistics, 
Anton Kani, Trenton; vocational guid- 
ance, Verne H. Dierdorff, Wyandotte; 
and industrial and institutional service, 
D. F. Christman, Royal Oak. 


MICHIGAN SOCIETY OF 
OSTEOPATHIC OBSTETRICIANS 
AND GYNECOLOGISTS 


The officers are: President, Harold 
C. Bruckner, Clio; vice president, How- 
ard E. Rohleder, Garden City; and 
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CHLOROPHYLL 
... IN SINUSITIS 


The changing and often inclement weather 
of fall, winter and early spring brings with 
it an increase in “colds” and nasal and 
sinus involvement. Prepare, now, to give 
prompt, effective management to these 
disorders by ordering DPS Formula 80. . . 
Chlorophyll Solution ... TODAY. 


The report of Drs. Ridpath and Davis', in 
their otorhinolaryngologic work covering 
over 1,000 cases, amply demonstrated the 
value of Chlorophyll Solution in the treat- 
ment of such disorders ranging from mild 
acute coryza or rhinitis through acute si- 
nus infections, to chronic rhinosinusitis. 


“In the entire series (over 1,000 cases) ,” 
as reported by Drs. Ridpath and Davis, 
“there is not a single case in which either 
improvement or cure has not taken place.” 


DPS Formula 80 (Chlorophyll Solution) 
provides active chlorophyll in an adjusted 
saline solution. In rhinological cases it is 
used by nasal instillation with the head 
tilted well back to permit the solution to 
reach the affected areas. 


DPS FORMULA 80 Chlorophyll Solution is 


available in: 
l-ounce Dropper Bottles} List Price $ 2.00 
4-ounce Bottles, List Price $ 3.00 
16-ounce Bottles, List Price $10.00 
OTHER DPS CHLOROPHYLL PRODUCTS 
DPS Formula 81 (Chlorophyll Tablets) 
DPS Formula 82 (Chlorophyll Ointment) 
DPS Formula 83 (Oil-soluble Chlorophyll 
Suppositories) 
You will find that these Chlorophyll Prod- 
ucts have many uses in your daily practice. 
ORDER TODAY. 


DARTELL LABORATORIES 
1226 S. Flower St., Los Angeles 15, Calif. 


1. Benjamin Gruskin: Amer. Jrni of Surg., July, 1940. 


secretary-treasurer, L. Linton Budd (re- 
elected), Carson City. 
Trustees are: James G. Matthews, 
Highland Park, A. A. Speir, Merrill, and 
Roy Bubeck, Jr., Grand Rapids. 
Committee chairmen are: Membership 
and credentials, E. J. Wagner, Detroit; 
hospital evaluation and minimum hos- 
pital standards, Paul A. Whitmore, River 
Rouge; policy, A. J. Still, Flint; editorial 
and publications, Dr. Bubeck; maternal 
mortality, Martin L. Riemann, Battle 
Creek; and _ postgraduate conference, 
Charles K. Norton, Royal Oak. 
TEXAS SOCIETY OF OSTEOPATHIC 
SURGEONS 


H. Dale Pearson, Erie, Pa., was sched- 
uled to speak at the annual meeting in 
Fort Worth on August 30. 
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State and National Boards 


ARIZONA 


Basic science examinations December 
16, at the University of Arizona, Tucson. 
Applications must be completed 2 weeks 
in advance. Address Herbert D. Rhodes, 
Ph.D., secretary-treasurer, Basic Science 
Board, University of Arizona, Tucson. 


COLORADO 

Basic science examinations December 
3, 4, Lecture Room, second floor, YMCA 
Building, 16th and Lincoln Streets, Den- 
ver. Applications must be filed by No- 
vember 19. Address Esther B. Starks, 
D.O., secretary, Basic Science Board, 
1459 Ogden St., Denver 18. 


CONNECTICUT 
Professional examinations November 
11. Address H. Wesley Gorham, D.O., 
secretary, Osteopathic Examining Board, 
520 West Avenue, Norwalk. 
DELAWARE 
Examinations January 13. Address Jo- 
seph McDaniel, M.D., secretary, State 
Board of Medical Examiners, 229 S. 
State St., Dover. 


FLORIDA 
Professional examinations November 
29, 30. Applications must be filed by 
October 30. Address J. A. Camara, 
D.O., secretary, State Board of Osteo- 
pathic Medical Examiners, 209 Masonic 
Temple Building, Jacksonville. 


HAWAII 
Examinations January 14. Address 
Frank O. Gladding, D.O., secretary-treas- 
urer, Board of Osteopathic Examiners, 
504 Hawaiian Trust Bldg., Honolulu 13. 


IDAHO 
Examinations November 13 at Boise. 
Applications must be completed 15 days 
before exam. Address Mr. Britt Nedry, 
director, Bureau of Occupational Li- 


cense, Room 354, State House, Boise. 


ILLINOIS 

Examinations in January. Applica- 
tions must be filed 10 days in advance. 
Address Mr. Charles F. Kervin, Superin- 
tendent of Registration, Illinois Depart- 
ment of Registration and Education, 
Medical Division, State House, Spring- 
field. 

IOWA 

Basic science examinations January 13, 
in Des Moines. Address Ben H. Peter- 
Ph.D., secretary, Board of Basic 
Science Examiners, Coe College, Cedar 
Rapids. 


son, 


MAINE 
Examinations November 11 at the 
State House, Augusta. Address G. F. 
Noel, D.O., secretary-treasurer, Board of 
Osteopathic Examination and Registra- 
tion, Monument Square, Dover-Foxcroft. 


MASSACHUSETTS 

Examination November 11. Address 
George L. Schadt, M.D., secretary, Board 
of Registration in Medicine, State House, 
Boston 33. 

MICHIGAN 

Basic science examinations in January 
at Detroit and Ann Arbor. Applica- 
tions must be filed in advance. Address 
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Mrs. Anne Baker, secretary-treasurer, 
State Board of Examiners in the Basic 
Sciences, 423 W. Michigan, Lansing. 
MINNESOTA 
Basic science examinations January 6, 
7, at Millard Hall, University of Minne- 
sota, Minneapolis. Applications must be 
filed in advance. Address Raymond 
Bieter, M.D., secretary, Board of Exam- 
iners in the Basic Sciences, 105 Millard 
Hall, University of Minnesota, Minne- 
apolis 14. 
NEBRASKA 
Basic science examinations January 13, 
14, at the University College of Medicine, 
Omaha. Applications must be filed 15 
days in advance. Address Mr. Husted K. 
Watson, director, Bureau of Examining 
3oards, Dept. of Health, Lincoln 9. 


NEVADA 
Examinations on January 13. Address 
Walter J. Walker, D.O., secretary-treas- 
urer, Board of Osteopathic Examiners, 
210 W. Second St., Reno. 


NEW MEXICO 
Basic science examinations December 
21. Address Mrs. Marguerite Cantrell, 
secretary, Board of Examiners in the 
Basic Sciences, P.O. Box 1522, Santa Fe. 
NEW YORK 
Examinations January 27-30, in New 
York, Albany, Buffalo, and Syracuse. 
Applications must be filed 30 days in 
advance. Address John W. Paige, M.D., 
chief, Bureau of Professional Examina- 
tions and Registrations, 23 S. Pearl St., 
Albany. 
NORTH DAKOTA 
Examinations in January. Address 
Gordon L. Hamilton, D.O., secretary- 
treasurer, Board of Osteopathic Exam- 
iners, Rongo Bldg., 119 S. Main St. 
Minot. 


OHIO 

Examinations December 1-3 in Colum- 
bus. Applications must be completed in 
advance. Address H. M. Platter, M.D., 
secretary, State Medical Board, 21 W. 
Broad St., Columbus 15. 

OREGON 

Professional examinations in January. 
Address Mr. Howard I. Bobbitt, execu- 
tive secretary, Board of Medical Exam- 
iners, 609 Failing Bldg., Portland 4. 

Basic science examinations December 
6, Room 306, Lincoln High School, 1620 
S. W. Park St., Portland. Applications 
must be filed in advance. Address Charles 
D. Byrne, Ph.D., secretary, State Board 
of Higher Education, Eugene. 

PUERTO RICO 

Examinations in March at San Juan. 
\pplications must be filed 3 months in 
idvance. Address Mr. Luis Cueto Coll, 
ecretary, Board of Medical Examiners, 
ox 3717, Santurce. 


RHODE ISLAND 


Basic science examinations November 
2, 366 State Office Building, Providence. 
\pplications must be completed by Oc- 
ber 30. Address Mr. Thomas B. Casey, 
\dministrator of Professional Regula- 
ons, 366 State Office Building, Provi- 
ence. 


FOR 
MUSCULO-SKELETAL 
ACHES AND PAINS 


ARTHRITIS ® 
RHEUMATISM ® 
BURSITIS ® 
MYOSITIS ® 
NEURITIS ® 
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Rub A-535’s combination of time- 
proven ingredients, in a modern 
non-greasy, stainless, vanishing 

base, facilitates rapid analgesic and 
counter-irritant action in the symp- 
tomatic treatment of a wide range of 
musculo-skeletal conditions. 


Rub A-535 contains four active in- 
gredients: Camphor 1%, Menthol 1%, 
Oil Eucalyptus %4%, Methyl Salicy- 
late 12%. 
Rub A-535 may be used following dia- 
thermy, infra-red lamps, baking and other 
forms of physio-therapy. 


—_ | 
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AS 
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tivity 


THE DENVER CHEMICAL MFG. CO., Ine. 
163 Varick Street, New York 13, N. Y. 


For a professional sample of Rub A-535 Write Dept. C-210 


SOUTH CAROLINA 
Examinations November 18 at Colum- 
bia. Applications must be filed 15 days 
in advance. Address Nancy Hoselton, 
D.O., president, State Board of Osteo- 
pathic Examiners, 1711 Gervais St., Co- 
lumbia 1. 
SOUTH DAKOTA 
Basic science examinations the first 
week in December. Address Gregg M. 
Evans, Ph.D., secretary-treasurer, Basic 
Science Board, 310 East 15th St., 
Yankton. 
TENNESSEE 


Examinations are held on the second 
Wednesday in February and the last 
Wednesday in July at Nashville. Address 
M. E. Coy, D.O., secretary, Board of 


Examination and Registration for Osteo- 
pathic Physicians, 1226 Highland Ave., 
Jackson. 
TEXAS 

Examinations November 13-15, Menger 
Hotel, San Antonio. Applications must 
be completed 10 days in advance. Address 
M. H. Crabb, M.D., secretary-treasurer, 
State Board of Medical Examiners, 1714 
Medical Arts Bldg., Ft. Worth. 

VERMONT 


Examinations in January. Address 
Charles D. Beale, D.O., secretary, Board 
of Osteopathic Examination and Regis- 
tration, Mead Bldg., Rutland. 

WASHINGTON 

Professional and basic science exami- 

nations in January. Applications for 
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For the busy doctor's office... 


SINCE 
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basic science examinations must be filed 
30 days in advance. For both address 
Mr. Robert L. Smith, director, State 
Department of Licenses, Professional Di- 
vision, Olympia. 

WISCONSIN 

Professional examinations January 13 
at Madison. Address Alvin G. Koehler, 
M.D., secretary, State Board of Medical 
Examiners, 46 Washington Blvd., Osh- 
kosh. 

Basic science examinations December 
6 at 8 a.m., at the Marquette University 
Medical School Auditorium, 561 N. 15th 
Street, Milwaukee. Applications must be 
completed by November 29. Address 
Professor William H. Barber, secretary, 
Board of Examiners in the Basic Sci- 
ences, Watson and Scott Sts., Ripon. 


BLOODPRESSURE 


the 
TANDBY 
model 


E., maximum blood- 
pressure service in your 
office, use the Standby 


Model Baumanometer. It serves equally well 
at your desk, examining table, chair — any- 
where. No matter where you use the Standby 
you will find it easy to read, for the Exactilt 
scale is permanently fixed at the exact angle 
for maximum reading efficiency. 

Busy doctors who have “discovered” the 
Standby find it indispensable. We invite you 
to try it for yourself —in your particular rou- 
tine. Your surgical instrument dealer will 
be pleased to send you a Standby Model 
Baumanometer for a free trial. 


Accurate 


Practical 
Modern 


p per 


STANDARD FOR BLOODPRESSURE 





W. A. BAUM CO., INC., Copiague, L.I., N. Y. 


APPARATUS EXCLUSIVELY 


EXAMINATION BY NATIONAL BOARD 
The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday 
of each May and December at the six 
approved colleges. Application blanks 
may be obtained from the secretary or 
the dean of the college, and the com- 
pleted application blank, together with a 
passport photograph and check for the 
part to be taken, must be in the secre- 
tary’s office by the November 1 or April 
1 preceding examination. 
Examinations in Part I consist of 
anatomy, including histology and embry- 
ology; physiology; physiological chemis- 
try; general pathology; and bacteriology, 
including parasitology and immunology. 
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consists of examinations in 


Part II 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties ; 


obstetrics and gynecology; pediatrics; 
neurology and psychiatry; public health, 
including hygiene ; medical jurisprudence ; 
osteopathic principles, therapeutics, in- 
cluding pharmacology and materia medica. 

Part III is an oral and practical ex- 
amination given in Philadelphia, Chicago, 
Kirksville, and Los Angeles under the 
supervision of a chief examiner who is 
a member of the Board and by a panel 
of associate examiners. Subjects covered 
in Part III are anatomy; physiology; 
pathology; osteopathic principles, thera- 
peutics, and pharmacology; surgery; 
ophthalmology and otorhinolaryngology ; 
obstetrics and gynecology; physical and 
clinical diagnosis; public health and com- 
municable diseases. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory com 
pletion of Part I and of the first two 
quarters or trimesters of the senior year 
in an approved osteopathic college; Part 
III, satisfactory completion of Part II 
and of an internship of 1 year approved 
by the American Osteopathic Association 

Address Paul van B. Allen, D.O., 
secretary, 1500 N. Delaware Street, In 
dianapolis 2, Indiana. 


REREGISTRATION OF OSTEOPATHIC 
LICENSES 


November 1—Missouri, $2.00. Address 
F. C. Hopkins, D.O., secretary-treasurer, 
State Board of Osteopathic Registra 
tion and Examination, 203 South Sixt! 
Street, Hannibal. 

During December—District of Colum 
bia, $2.00. Address Daniel L. Seckinger, 
M.D., secretary-treasurer, Board of Ex 
aminers in Medicine and Osteopathy, 
Commission on Licensure, Room 4130, 
Municipal Building, Washington, D. C. 

January—Alberta. No registration. Pay 
$10.00 a year membership in College oi 
Physicians and Surgeons, Alberta 

During January—Connecticut, $2.00 
Address H. Wesley Gorham, D.O., sec 
retary, Osteopathic Examining Board 
520 West Ave., Norwalk. 

During January—Minnesota, $2.00. Ad 
Wallace F. Kreighbaum, D.O 
secretary, State Board of Osteopathi 
Examiners, 2933 Hennepin Ave., S., Min 
neapolis 8. 


dress 


During January—Wisconsin, $3.00. Ad 
dress Alvin G. Koehler, M.D., secretary 
3oard of Medical Examiners, 46 Wash 
ington Blvd., Oshkosh. 

January 1—Arizona, not more that 
$10.00. Address Russell Peterson, D.O 
secretary, Osteopathic Board of Regis 
tration and Examination, 2747 E. Mc 
Dowell Rd., Phoenix. 

January 1—California, $20.00 for resi 
dents and nonresidents. Address Glet 
D. Cayler, D.O.,  secretary-treasurer, 
3oard of Osteopathic Examiners, 301 
Forum Bldg., Sacramento. 
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January 1—Florida, $5.00. Address J] 
A. Camara, D.O., secretary-treasurer, 
Board of Osteopathic Medical Examin- When Clinical Proof is Your Guide 
ers, 209 Masonic Temple Bldg., Jackson- 
ville. 

January 1—Maine, $2.00. Address : 
George F. Noel, D.O., secretary-treas- are indicated... 
urer, Board of Osteopathic Examination 


and Registration, Monument Square, 

Dover-Foxcroft. 

January 1—Manitoba, $5.00. Address Mf Th NEW 0 T MO SAN 
W. Kurth, D.O., secretary, Board of 448 e - " es 
Osteopathic Physicians, 248 Moorgate 


Blvd., Deer Lodge, Winnipeg. } is @ Specific ea set ni reba 
both Acute a ronic, also Externa 





January 1—New York, $5.00 bienni- 





ally. Address Dr. John W. Paige, Chief, , oe 

Bureau of Professional Examinations and 

Registrations, 23 S. Pearl St., Albany. BACTERICIDAL « ee (GRAM-POSITIVE — GRAM-NEGATIVE) — it KILLS 
January 1—Ontario, $10.00. Address | BACTERIA, including BACILLUS PROTEUS, 

Mr. John C. Beer, secretary-treasurer, B. PYOCYANEUS, E. COLI, BETA HEMOLYTIC 

Board of Regents; Drugless Practition- VIA STAPHYLOCOCCUS AUREUS 

ers Act, 57 Bloor St., W., Toronto 5. (Isolated from ear infections and found resistant 
January 1—Oregon, $10.00. Address od ute y tool 

Mr. Howard 1 Bott exeenive sere” FUNGICIDAL . . « i xaus eunotindoing ASPEROL 

Failing Bldg., Portland 4. TRICOPHYTON, MONILIA, and 


January 1—Saskatchewan, $30.00. Ad- es 


dress Doris May Tanner, D.O., secretary, 
3oard of Osteopathic Physicians, 405 
Sterling Trust Bldg., Regina. 

January 1—Texas, $2.00. Address M. 
H. Crabb, M.D., _ secretary-treasurer, 
Board of Medical Examiners, 1714 Medi- 


NON-TOXIC « NON-IRRITATING 
STABLE « CLEAR 


PROVED EFFECTIVE AGAINST ANTIBIOTIC RESISTANT STRAINS OF ORGANISMS 





cal Arts Bldg., Ft. Worth. Substantiating Lab y and Clinical data in press. 
: FORMULA: 
J anuary | mt tah, $3.00. Address Mr. 0G, teetenen, che 
Frank E. Lees, assistant director, Depart- Dohe glycerol base, results in « 4, 
ment of Registration, 324 State Capitol, ented conttastion beving Odd 
Salt Lak Gi these valuable properties. 
salt Lake City. Ures ....... 2.0 GRAMS - 
Sulfothiazole 1.6 GRAMS TRY NEW O-TOS-MO-SAN in your 
Glycerol (DOHO) Base most stubborn cases, the results will 
16.4 GRAMS 


prove convincing. 
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CURRENT METHODS OF COLLECTING 
STATISTICS OF HEALTH AND 
HEALTH PROBLEMS* 


By Q. K. Sagen, Ph.D.+ 
The methods of collecting statistics AURALGAN — After 40 years STILL RHINALGAN — safe nasal decongestant. 
relating to health and health problems the auralgesic and decongestant * Acts locally NOT systemically 
are as multifarious as the subject of 
health itself. The extent and variety of 
health statistics are limited only by the 
resources available and the imaginations 
of those in this work. Although it is 
impossible to describe all statistical col- 
lection methods relating to health, an 
insight can be gained into what is going 
on and what may be done by classifying 





and outlining the principal sources of state of health, measure its improvement population, housing, employment, wel- 
health statistics. or deterioration, point out salient prob- fare, and related social conditions, These 
lems, and provide analytical material for data are not collected and compiled by 
evaluating and guiding the public health the public health statistician except as 


First, agreement is needed on what is 
meant by health and health statistics. 


The word “health” according to the dic- effort. Although this definition may _ portions of social statistics draw upon 
tionary means “state of being hale or seem excessively broad, it is necessary data collected in health work, such as 
sound in body, mind, or soul; especially to adopt such a concept to encompass _ the vital statistics of birth, marriage, and 
treedom from physical disease or pain.” the field of present-day public health ef- death. The public health statistician has 
Che aim of public health efforts is to fort and its associated statistical collec- the responsibility of utilizing the statistics 


bring this salubrious state to the general tion methods. in these related fields by interpreting and 


population. The efficacy of the public Since the health of the individual is applying them to health problems. 

iealth effort is evaluated by progress affected by his social and economic en- 

toward that goal. The role of public yironment, public health statistics must METHODS OF COLLECTING DATA 

iealth statistics is to describe the current jnclude a considerable amount of in- There are three distinct ways in which 
Reprinted from Public Health Reports, Aw- formation on the social and economic’ data for health _Statistics originate : 

gust, 1952, conditions of the people, as well as the (a) statistics compiled from returns and 


gg Bled Cit eileen at = bioligical aspects of their sickness and reports required by law, principally those 
ols o c é » wopring- - ° " e ° 7 a 

eld, Ill. This paper was presented before health. For this reason, the public health of birth, marriage, death, and reportable 
'¢ Second Conference on Public Health Sta- statistician needs to keep in close touch diseases: (b) statistics derived from 
istics of the School of Public Health of the : . “‘siet Sere . . 
niversity of Michigan at Ann Arbor, June 16 with, and have available, statistics on program activities and operation of 
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health facilities; and (c) survey statis- 
tics from which data are gathered purely 
for the sake of the resulting statistical 
information. Also, some collections of 
data may represent a loose combination 
of types, for example, mobile X-ray 
screening in a_ tuberculosis program 
wherein a survey for statistical data is 
combined with a case-finding device in 
the operation of an antituberculosis pro- 
gram. 

REPORTING BY LAW 


Collection of statistics required by law 
has the advantage of legal authority to 
compel reporting, but it also has certain 
disadvantages for improving the admin- 
istrative mechanism and changing the 
content of reporting. For example, the 
fact that the registration of births and 
deaths in many local areas is not in the 
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Zymenol emulsion pro- 
.vides natural B-Complex from 
brewers yeast as a means of 
gently restoring bowel tone and 
motility. 
Zymelose tablets and granules 
contain debittered brewer’s dried 
yeast fortified with Vitamin B-1. 
Zymelose forms a gentle, stimu- 
lating and lubricating gel in the 
bowel. 


Safe, Effective . . . Non-Habit Forming 
For Infants, Grownups, Grandparents 


All three products, doctor, are as good 
as your own reputation. Zymenol has 
been in favor with physicians ever since 
1933, and Zymelose is rapidly growing in 
popularity. Voluntary letters from pleased 
Zymenol users prove the soundness of 
the professional medical judgment they 
relied on. 


> 


hands of the health department is an 
administrative disadvantage. Even one 
State health department does not have 
birth and death registration responsibil- 
ity. The disadvantage of legal specifica- 
tions for statistical reporting is illus- 
trated by the difficulty encountered with 
fetal death statistics. In order to extend 
the reporting to include all products of 
conception, it becomes necessary to 
amend the laws in almost every State. 
In many instances, statistics originate 
in official licensure and regulation of 
various enterprises and occupations. The 
licensure of medical practitioners, nurses, 
and other health service occupations af- 
fords some statistical information on 
manpower resources in the field of 
health. However, more useful informa- 
tion arises from the licensure and regu- 
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latory activities over hospitals, nursing 
homes, diagnostic laboratories, and other 


institutions from which indications of 
illness can be obtained through required 
reporting. In the field of environmental 
health the licensure and regulatory func- 
tion is the key to most of the informa- 
tion on the problems of environment. 
Notable examples are regulation of in- 
dustrial health hazards; waste disposal; 
water, milk and food supplies; and 
housing sanitation. These services are 
often combined with a health service pro- 
gram, with the service aspect strength- 
ened by the entree afforded by police 
power, while the law enforcement is 
facilitated by the persuasive aspects of 
useful service gratefully received. 
PROGRAM DATA 

The proliferation of health services, 
facilities, and programs in recent years 
has given emphasis to the development 
of health statistics and to routine report- 
ing of the statistical data. The adminis- 
tration of the services requires systematic 
record keeping which in turn generates 
statistical data. Compilation and analysis 
of these statistics become essential in 
administering, evaluating, and operating 
the projects, and here the official and 
nonofficial agencies share common prob- 


lems. An example is the tuberculosis 
X-ray screening program in which the 
voluntary tuberculosis association con- 
ducts surveys side by side with the 


official health department. In this situa- 
tion the statistics of the activity assume 
added importance because they provide 
the basis for coordinating twin efforts 
which cannot be allowed to clash or to 
duplicate and overlap each other. In 
other cases, the voluntary agency will 
operate the screening venture and the 
official agency will do the follow-up. 
Here again, the statistics provide an 
indispensable link in keeping the project 
in alinement and in balance. 

The operation of health services—to 
people, to lower animals, or to environ- 
mental elements—brings out two com- 
peting demands for statistics. On one 
side is the need for statistics in the 
administrative work of planning and 
operating the projects, while on the other 
the so-called clinical or research statistics 
are needed to evaluate methodology and 
reveal new knowledge on the subject of 
the service. Since competent statistical 
work is expensive, the resources often 
are not sufficient to provide both kinds 
of statistics for the project, and a large 
amount of data arising out of health 
service operations is collected but not 
used, or is improperly handled. Another 
factor is the shortage of biometricians 
for work in the health sciences. Despite 
these limitations important _ statistical 
work is being done in the various health 
services, and utilization of the statistics 
is on the increase. 

The phrase “health services” is used 
here to embrace the whole area of pre- 
venting, mitigating, and remedying dis- 
ease, disability, and injury. Even this is 
not sufficient when we think of sources 
of health statistics obtainable from vari- 
ous insurance plans designed to mitigate 
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economic loss to individuals due to sick- 
ness, disability, or death. Life insurance 
statistics for a long time furnished about 
the only source of consistent information 
covering illness and disability for a large 
part of the population. The experience 
of the hospitalization insurance and medi- 
cal care plans has now been added to 
this source. In these activities, the 
gathering of health statistics comes as 
an essential by-product of the operating 
records for the enterprise. 

As stated earlier, the salient character- 
istic of the statistics from health services 
is that the statistical data are derived 
by a systematic handling and processing 
of the records used in operating the 
service. Good records are essential to 
efficient operation, as well as to reliable 
statistics. This becomes apparent the 
larger the service grows and the longer 
it operates. Health departments have 
encountered this fact in their experience 
with case registries for tuberculosis and 
cancer. However, we must keep in mind 
that there is a tendency toward over- 
elaborate statistics from clinical data. 
A mass of unmanageable data results 
from trying to assemble every scrap of 
information. Clinical data are best util- 
ized for specific research studies, with 
limited objectives carefully planned in 
advance of collecting the information. 

The majority of health statistics arise 
from cross-sectional data on conditions 
as they exist at a particular time. Cross- 
section statistics fail to reveal what goes 
on in the never-ceasing process of change 
in people and in their conditions. Studies 
based on longitudinal data fill that gap 
by following the course of events in the 
same group of individuals through re- 
peated observations over a period of 
time. Fruitful sources of longitudinal 
data are the health services given for 
chronic diseases such as cancer, for 
chronic or recurrent infections such as 
tuberculosis, venereal disease, and rheu- 
matic fever, and for impairments such 
as those due to poliomyelitis, premature 
birth, and dental caries. Also, of equal 
if not of greater importance are longi- 
tudinal studies on persons who are ap- 
parently well at the outset. Compared 
to cross-sectional studies, longitudinal 
studies are costly if they are made only 
to complete follow-up. Indiscriminate en- 
thusiasm for longitudinal studies has 
stimulated too many duplications of ef- 
fort. For example, it should not be 
necessary to conduct identical follow-up 
studies in all cancer programs over the 
country, yet at one time this procedure 
was seriously advocated for cancer 
registries. 

Emphasis is now given to obtaining 
statistical summaries of services provided 
by health departments, particularly in 
local health departments which want to 
know what each of their programs is 
doing. Many local health departments 
are keeping count of nurses’ visits, of 
the number of children served by well- 
child conferences and in school health 
programs, the number of immunizations 
given, sanitary inspections and services 
rendered, and other activities of the local 
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health department. Administrative data 
of this kind have appeal but are not 
as useful as they should be since the 
attempt has been to cover too much 
territory. The problem of how to use 
such data effectively in evaluating local 
health programs is undergoing investiga- 
tion. 

The mass of statistics that can arise 
from conducting health services and pro- 
grams makes it important that health 
agencies exercise discrimination in plan- 
ning statistical work. The primary 
necessity is to plan how much statistical 
work will be needed to operate the pro- 
gram effectively and to furnish a simple 
evaluation of its effectiveness. A decision 
is needed on what and how much re- 
search is to accompany the program and 
on what the potentialities are for learn- 
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ing something that is both significant and 


new. This is the joint responsibility of 
the program director and the health 
statistician. 


SURVEY STATISTICS 

The survey method of obtaining sta- 
tistics is the oldest of the three ap- 
proaches discussed here. In the United 
States the earliest comprehensive survey 
was the Federal census of population in 
1790. The object of the survey method 
is to obtain cross-sectional information 
on the distribution of certain carefully 
defined characteristics in a population, 


which may be animate or inanimate, hu- 
man, or any other species of fauna or 
flora. For a long time the survey method 
was restricted to a complete enumeration 
of the population under study. 
sult of 
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theory, we now have techniques for ob- 
taining valid information characterizing 
an entire population by enumerating only 
a part of it. These statistical sampling 
methods are advantageous because of the 
relatively low cost at which reliable 
facts can be learned about a large popu- 
lation. The technique also furnishes 
information on the degree of precision 
which can be safely attached to the 
statistical results. Extending the use of 
sampling surveys will open a veritable 
gold mine of knowledge on health con- 
ditions. So far, the most notable health 
study of this kind is the National Health 
Survey of 1935-36. 

The various mass-screening techniques 
for tuberculosis, heart disease, diabetes, 
and syphilis; for dental, hearing, and 
eyesight defects; and for other diseases 
conducted individually or in combinations 
as “multiphasic” screening, provide chal- 


lenging methods for making observations 
of large groups of the population. The 
principal object of screening has been 
case finding and health education so that 
early diagnosis can lead to early remedial 
treatment for as many as possible. Sta- 
tistically, the value of findings in such 
surveys has not been as useful as desired 
because the screening applications have 
been only incidentally designed to yield 
statistics. If screening projects were 
conducted so that statistical sampling 
techniques could be applied, the data 
would yield information on distribution 
of the defects surveyed in the general 
population. Nevertheless, valuable data 
have been assembled through these 
screening processes 

It would be futile in anything short 
of a textbook even to list all applica- 
tions of survey methods in health statis- 
tics. The Public Health Service has 
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perhaps done more of this work than 
all other health agencies combined. Pe- 
rusal of a file of Public Health Reports 
for recent years will provide a fairly 
comprehensive bibliography of the vari- 
ous situations to which survey techniques 
are being applied. 
QUANTITY AND QUALITY 

The sources of statistics sketched are 
sufficiently comprehensive to indicate that 
there is no dearth of data on health as 
far as quantity is concerned. Current 
methods of collecting health statistics 
tend to emphasize quantity above quality. 
Part of this emphasis is due to the con- 
ditions which health statistics are called 
upon to describe and the large popula- 
tions among which such conditions exist. 
An unfortunate circumstance is that sta- 
tistics too often connote mere aggregates 
of numbers in tables in which one can 
search for and find an interesting nu- 
merical “fact.” Throughout the country 
health statistics as a whole still suffer 
from much poor handling of data. In- 
sufficient precautions in assembling data, 
improper processing, and unskilled analy- 
sis produce unusable and misleading 
“statistics.” Year by year we are seeing 
improvement as the users of health sta- 
tistics become better informed and as the 
statistical personnel in health work be- 
come more proficient. 

State-Federal cooperation is doing 
much to improve the quality of State 
and national vital statistics. Current 
vital data are of a higher and more 
uniform quality throughout the entire 
country than ever before in history. The 
striking increase in the completeness of 
birth registration for the last decade 
bears witness to some of this improve- 
ment. (1) 

Health statisticians generally are get- 
ting sharper tools and learning how to 
use them. Great strides have been made 
in obtaining more uniform and precise 
methods of classifying original data, 
which is the first and most critical step 
in compiling statistics. The general adop- 
tion of good classification standards 
means that our health statistics all speak 
the same language. The greater use of 
mechanical equipment and the develop- 
ment of new machines expressly for 
processing statistical data have shortened 
the processing time, brought about 
greater numerical accuracy, and _per- 
mitted statistical analyses which hitherto 
have involved too much labor. 

The mechanical aids and improved 
compilation methods do not reduce the 
need for solid thinking in producing sta- 
tistics. The object of the entire statistical 
process is to produce useful conclusions 
on health problems, conclusions that ar¢ 
valid and simply expressed. This repre- 
sents an intellectual exercise that cannot 
be avoided. Current statistical practice 
applied to health data needs to give 
greater recognition to this principle if it 
is to utilize fully and properly the mate- 
rial already available in such abundance. 

REFERENCE 
(1) Shapiro, Sam, and Schachter, Joseph: 


Birth registration completeness, United States, 


1950. Pub. Health Rep. 67:513-524 (1952). 
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PUBLIC HEALTH AND MEDICINE 
AT THE CROSSROADS* 


By Herman E., Hilleboe, M.D., M.P.H.7 


In these days of disorder, change, and 
impending disaster, we who are dedicated 
to the health and welfare of the people 
face tasks of greater challenge than we 
have ever known before. We have ar- 
rived at a stage in our social develop- 
ment, whether desirable or not, at which 
the people turn to us increasingly for 
aid and guidance. This is a grave re- 
sponsibility. Under its burden and facing 
its humane demands, we are compelled 
to review the adequacy of our guiding 
principles. 

Public health is at the crossroads. We 
must now choose the direction that we 
shall take in the future, or it will be 
chosen for us. 

The concept of health department serv- 
ices to the people has undergone dramatic 
change. Advancing medical knowledge 
and public health activities have sharply 
decreased morbidity and mortality from 
the communicable diseases. Improved 
working conditions, better nutrition, more 
attention to preventive medical services 
in the schools, and similar social forces 
have contributed to improved health and 
welfare. Environmental sanitation pro- 
grams are well on their way. Means 
have been provided and successful meth- 
ods have been developed for the expan- 
sion of environmental health activities. 

It is plain that, in the future, the 
theory and practice of public health must 
be expanded to include a vigorous attack 
upon the chronic diseases, with special 
attention to heart disease and cancer, 
which are the principal killers and dis- 
ablers in our Nation. 

We need new knowledge, new methods, 
and new measurements for evaluating 
our programs. As the demands of com- 
municable disease control continue to de- 
crease, we must utilize our acquired 
skills in combating the ravages of the 
chronic diseases, an increasingly crucial 
problem for the private practitioner and 
the public health physician. 

DEATH RATES: NEW YORK 

Where do we stand in New York 
State? The 1951 death rate from all 
causes in the State was 10.5 per 100,000 
population. The death rate has never 
been lower. In 1940 the rate was 11.1. 
The degree of improvement is greater 
than these figures indicate. In the last 
decade the proportion of older persons, 
unong whom mortality is inevitably high, 
as increased. Had the age distribution 
if the population in 1951 been the same 
is in 1940, the death rate would have 
heen 9.2 instead of 10.5. 


} 


Infant mortality, 23.7 per 1,000 live 
irths, was the lowest ever experienced 
nd represents a drop of 36 percent since 
940. In the same interval, neonatal mor- 


*Reprinted from Public Health Reports, Au 
ist, 1952 

Dr. Hilleboe, commissioner of health for 
e State of New York, presented this paper 
the first general session of the forty-cighth 
nual health conference of the State of New 
rk, at Lake Placid, June 4, 1952. 
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tality decreased 28 percent, while that 
between 1 month and 1 year dropped 55 
percent. Maternal mortality, 4.9 per 
10,000 live and still births, also dropped 
to a new low record and was less than 
one-fifth of the rate in 1940. 

New low levels were reached in 195] 
by deaths from streptococcal sore throat 
(including scarlet fever), whooping 
cough, and diphtheria. Deaths from strep- 
tococcal sore throat numbered 21 as 
contrasted with 107 in 1940. Deaths from 
whooping cough numbered 11, while in 
1940 there were 138. Only two deaths 
were attributed to diphtheria; the previ- 
ous low mark of nine occurred in 1944. 


Among the diseases to which all ages 


are subject, the death rate per 100,000 
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population for 1951 in New York State, 
including New York City, was 4.0 for 
syphilis and 23.5 for tuberculosis. The 
death rates for these two human scourges 
than ever 
Indeed, the tuberculosis death 
rate for 1951 showed a drop of 9 percent 


were lower before in our 


history 


over that of the preceding year and was 
50 percent less than the rate in 1940. 
In this ll-year period, the tuberculosis 
death rate in New York City dropped 
46 percent—from 544 to 29.5. In the 
rest of the State, the reduction was 50 
percent—from 33.7 to the 1951 rate of 
16.7 

Contrast these low rates with the awe- 
some death rates of 184.4 from cancer 


and 459.8 from heart disease. To state 
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them another 43 of every 100 
deaths in upstate New York were due 
to heart disease; 17 out of every 100 
deaths were due to cancer; and 11 out 
of every 100 deaths were from inter- 
cranial lesions of vascular origin. It is 
estimated that 1 out of every 20 persons 
in the United States suffers from some 
disorder of the cardiovascular system; 
every other death after the age of 45 
years is caused by heart disease. 
CARDIOVASCULAR DISEASES 
Public health epidemiology has made 
distinct contributions in the field of the 
cardiovascular diseases. The causes of 
beriberi, scurvy, and pellagra were eluci- 
dated almost solely by epidemiological 
methods —these methods contributed 
much to the understanding and preven- 


way: 





into the troy 
knob This 
Now 


compounded 


locked 
knusled 


2 The Anestube is 
* by turning the 
system permits aspiration 
inject the precisely 
profound anesthetic sol 
tissues 


you are 
ready to 
safe 
the 


ution nto 


MONOCAIN 
in 
METAL CAP 


ANESTUBE 








Detailed information on this con- 
venient thod of dmini ing a 
local anesthetic and other phorma- 


ceuticals available on request. 


tion of heart disease associated with 
nutritional deficiencies. Again, the ag- 
gregation of rheumatic fever in families 
and the probable importance of hemolytic 
streptococcal infections in precipitating 
heart attacks were discovered largely by 
epidemiological studies. 


In spite of these memorable advances, 
we seriously lack epidemiological knowl- 
edge of many types of cardiovascular 
disease. Our information concerning the 
prevalence of cardiac ailments is limited 
to selected fractions of the population. 
The causes of atherosclerosis, hyperten- 
sion, and rheumatic fever are still un- 
known. Epidemiologists would be greatly 
aided in their study of the etiology and 
demography of cardiovascular diseases if 
public health workers could devise and 
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test mass methods of screening the adult 
population for these diseases. Their use 
in large population groups would give 
us valuable data on the extent of the 
problem, and would enable us to bring 
large numbers of early cases under the 
supervision of family physicians. 


SECONDARY PREVENTIVE SERVICES 

Research is being intensified on a 
broad front to find preventive measures 
that will help people to avoid heart dis- 
sase. While this type of fundamental 
research is being pursued, we can use 
other approaches to the control of heart 
disease by strengthening our secondary 
preventive services. These are directed 
at the earliest detection of asymptomatic 
heart disease and the detection of early 
disease, so that the progression of clini- 
cal symptoms may be halted and further 
damage to the cardiovascular system 
avoided or minimized. 

It is in this field of secondary pre- 
vention that health departments can make 
significant contributions. It is not enough 
to offer postgraduate courses for physi- 
cians, to develop nutritional weight con- 
trol programs for the obese, or to 
acquaint the public with the problems of 
heart disease by means of the techniques 
of health education. If we are to assault 
the chronic diseases with the same vigor 
and success with which we attacked the 
communicable diseases, we must employ 
epidemiological methods in the explora- 
tion of these new fields. With only a 
few minor exceptions, we don’t know 
how much heart disease there is in our 
communities. We do not know what 
types of heart disease are prevalent; nor 
do we know what types can be benefited 
by early detection. For atherosclerosis 
and coronary disease, we have no ac- 
curate mass case-finding methods. 


Where, then, do we start and what 
do we do? There are two approaches 
that can be used by any health depart- 
ment large enough to employ full-time 
public health physicians and with cour- 
age enough to explore uncharted fields 
in public health. 

Athero-coronary disease is the major 
contributor to death in the cardiovascular 
group. The various tests used to detect 
it early have not been evaluated either 
as to their relative efficiency or mass 
applicability. However, such studies can 
be undertaken by any large health de- 
partment that can obtain random samples 
of the adult population at risk, and that 
has both the equipment needed for a 
battery of tests and the necessary pro- 
fessional and technical staff to perform 
and evaluate the tests. 

This is a formidable task, but so was 
the early detection of syphilis and tuber- 
culosis. It is better to spend the next 
few years in the determination of the 
reliability, validity, yield, cost, and ac- 
ceptability of screening methods for cor- 
onary disease than to wait and muddle 
through with whatever might be avail- 
able in the distant future. 

Public demands for heart disease con- 
trol programs are daily gaining momen- 
tum. It is inevitable that we will find 
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new screening methods as we test the 
old, discard the inefficient, and develop 
those that single out most efficiently the 
potential and real, though obscure, cases. 

Since early this year the New York 
State Health Department has had a small 
study group working on this approach 
to the problems of coronary disease and 
hypertension. We will launch our pro- 
gram on a group of several hundred 
key personnel in our State government 
in the age groups over 40, in which 
coronary disease and hypertension death 
rates are high. 

We 


fective 


intend to seek out the ef- 
methods of detecting coronary 
insufficiency before occlusion or hyper- 
tension or cardiac hypertrophy occur. As 
soon as we achieve adequate information 
concerning mass screening methods and 
have accurate knowledge of the groups 
most at risk, we shall extend our activi- 
ties to a full-scale community program, 
with the close cooperation of health 
departments, private practitioners, and 
medical schools. 
PUBLIC HEALTH APPROACH 

Those of us over 40 years of age 
have a personal as well as a professional 
interest in the public health approach to 
cardiovascular disease. Blumgart (1) 
found that among several hundred per- 
over 40 who died of noncardiac 
causes and who had shown no evidence 
of heart disease, 40 percent exhibited on 
autopsy considerable hardening and nar- 
rowing of the coronary arteries. I urge 
initiation and pursuit of specific epi- 
demiological studies. 


most 


sons 


The second approach to the problem 
of heart disease can best be made by 
county and city health departments be- 
cause of their proximity to the sufferers 
from heart disease who will be needed 
for such studies. Specifically, I refer to 
the several hundred thousand chest X-ray 
films taken each year for the purpose 
of tuberculosis case finding. Rutstein, 
Williamson, and Moore (2), in their 
Boston study which was reported in 
November 1951, have clearly demon- 
strated that: it is possible by means of 
70-mm. photofluorographic film to iden- 
tify in the general population a signifi- 
cant number of persons who _ have 
previously unknown heart disease. To be 
sure, skilled cardiologists must reread the 
films. When this is done, three 
as many abnormal hearts are found as 
when less-skilled film readers review the 
films. In addition, persons with abnormal 
hearts must be referred to clinicians and 
followed up by their private physicians. 

Here is an extraordinary opportunity 
for the health officer to initiate co- 
operative activity of major importance 
between the health department and the 
medical profession. Great benefits will 
accrue to thousands of cardiac patients 
in terms of productivity, personal hap- 
piness, and prolonged life 

Rutstein and his colleagues (2) point 
out that all newly discovered cases of 
rheumatic fever were benefited, because 
they learned to avoid further exposure 
to streptococcal infection and subacute 
hacterial endocarditis after operation or 


times 
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tooth extraction. In addition, many heart 
patients were more amenable to the tech- 
niques of vocational rehabilitation. Simi- 
larly, newly discovered cases of hyper- 
tensive or arteriosclerotic heart 
with auricular fibrillation, angina pec- 
toris, and marked obesity certainly could 
be benefited by prompt referral to medi- 
cal care. 

group of 


disease 


There was also a miscellaneous 
congenital syphilitic, 
thyrotoxic heart disease, and pericardial 
tumors—that were greatly improved by 
medical or surgical therapy. 

PRIVATE 

Such finding through mass sur- 
veys of well people will enable the pri- 
vate physician to patients in the 
asymptomatic their disease, 
when therapy has its greatest effective- 
Moreover, public health activities 
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in this field will supplement the practic- 
ing physician’s case finding in his office. 
This is just one example of the kind of 
epidemiological work local health depart- 
ments can conduct successfully 
PRIORITY FOR CHRONIC DISEASES 
The impersonal numbers on the mor- 


tality tables cannot convey the tragic 
stories of human suffering and family 
disruption that follow in the wake of 
crippling attacks of heart disease. The 
magnitude of the problem gives high 
priority, on the agenda of the health 
officer, to cardiovascular disease study 


and control. 

Similar epidemiological studies should 
be undertaken in the field of 
Such an enterprise will also demand the 
active cooperation of the practicing phy- 
sician and the public health worker 
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In attempting to conquer heart disease, 
cancer, and the other chronic diseases, it 
is essential that we enlarge the scope of 
coverage and the number of services 
which the medical profession and public 
health agencies can provide. In New 
York State, we have been for years 
keenly aware of the necessity of provid- 
ing medical care for the indigent, and 
we can boast of the best medical care 
program for welfare recipients of any 
State in the Nation. 

To make medical care for the indigent 
even more certain and universal, the New 
York State departments of welfare and 
health recently took a significant step 
forward in cooperative governmental en- 
deavor. The State health department 
established the new position of assistant 
commissioner of health (for welfare). 


One of our key public health adminis- 
trators was assigned to the Department 
of Social Welfare to develop and evalu- 
ate the medical care program for re- 
cipients of public assistance. It is a 
unique arrangement in government. The 
new assistant commissioner is responsible 
to the commissioner of health for pro- 
fessional guidance and has full access 
to all the information and facilities of 
the State health department; adminis- 
tratively, he is responsible to the com- 
missioner of social welfare in whose 
department his office is located. 

These medical care programs for more 
than 3 million persons are locally admin- 
istered and use the facilities, services, 
and personnel of both the public and vol- 
untary medical agencies and institutions. 
Through local hospitals and dispensaries, 
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approximately 850,000 persons receive 
medical care annually at a cost of $106,- 
000,000. Through local public welfare 
agencies, 250,000 needy sick persons are 
cared for at home and in doctors’ offices 
at a yearly expenditure of more than 
$6,000,000 in public assistance funds. 
We have an unequaled opportunity to 
integrate preventive services of health 
departments into curative services of 
welfare departments. 

Through this interdepartmental co- 
operation, private physicians, public 
health and welfare officials, nurses, social 
workers, rehabilitation specialists, and 
many others will be working together in 
an integrated, sustained effort to restore 
to health and to useful community roles 
thousands of the diseased and disabled 
whose impairments have reduced them 
to economic and social dependency. 

It is by means of such cooperative 
enterprise that we may make a begin- 
ning toward the achievement of our 
high goals. By such realistic teamwork 
we can conserve efforts, personnel, and 
funds, and we can measure and sur- 
mount the barriers which daily we en- 
counter in our work. 


PHILOSOPHICAL MERGER NECESSARY 

Public health agencies cannot do these 
gigantic tasks alone. It will require the 
cooperative efforts of the whole of so- 
ciety. Particularly will it require a 
philosophical merger of the policies of 
medical societies and public health 
agencies. Clinical medicine is becoming 
increasingly aware of its role as a social 
instrument, and public health practice is 
perceiving more keenly the problems of 
the individual in his relation to the fam- 
ily and the community in which he lives 
and works. But we need a closer work- 
ing arrangement before we can be ef- 
fective in controlling heart disease and 
cancer. 

Lest it be feared that by working 
closely with official public health agencies 
the medical profession will suffer a loss 
of freedom, it should be said that com- 
plete freedom is not necessarily the 
natural state of human beings in a 
crowded society. It is something that 
can be obtained only within natural lim- 
its by continually clearing away obstruc- 
tions. In seeking freedom in a medical 
field or profession, it is not enough to 
say that we want special privilege and 
the license to do what we like. We must 
answer the question, “Freedom for 
what?” 

What we seek is freedom to serve. 
To be sure, the practicing physician 
should have every freedom in the exer- 
cise of his judgment in the care of his 
patients. Much of the value of medicine 
rests on the willingness of sincere phy- 
sicians to spend unlimited time and 
effort because they feel responsible for 
the patient’s life and happiness. When 
this personal feeling is artificial or ab- 
sent, the work of physicians descends 
to a low level of effectiveness. 

We ought to strive for and insist upon 
two things that can be coexistent—pro- 
fessional freedom and professional re- 
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sponsibility. Properly viewed, the work 
of the whole medical profession, which 
includes public health, is not done in our 
private interests but in the interest of 
the community. 

With this broad view of professional 
freedom and responsibility, the private 
physician and the public health physician 
can serve the individual and the com- 
munity to best advantage by working 
together. They must not be driven 
by a desire for personal gain alone, but 
by a willingness to serve the common 
The breadth of this concept em- 
phasizes the scope of action in which 
all members of the medical profession 
should participate. Without such a wide 
horizon, we shall become ingrown and 
isolated from the dynamic trends of 
social evolution. 

If we are to achieve this common ob- 
jective of professional cooperation, it is 
vital that the medical profession, which 
holds a key position in the social order, 
close its ranks and that public health 
and private physicians contribute their 
full quota to the common effort. We 
must be prepared, while retaining the 
best of our traditions, to adjust our ef- 
forts to the changing conditions in 
society. 

Medicine changes with time and place, 
and we must keep abreast of these 
changes. This will require mutual under- 
standing and faith and trust. The result 
will be a fuller appreciation on the part 
of the public health worker of the prob- 
lems of the general practitioner, plus 
enlightened awareness on the part of the 
clinical physician of the responsibilities 
and special attributes of the public health 
physician. 

We stand at the crossroads. We must 
take new direction and answer the medi- 
cal and social questions posed by the 
chronic diseases as we continue to carry 
the burdens of our regular work. With 
courage and with faith in the creative 
mind of man, we shall succeed. 
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Heart disease case finding 


PUBLIC HEALTH PROGRESS 

While the battle for public health 
progressed markedly during 1951, and the 
lowest death rate in the Nation’s history 
was recorded, the year’s end found 
40,000,000 Americans still without the 
protection of full time local health serv- 
ices, according to the annual report of 
the Public Health Service made public 
by Federal Security Administrator Oscar 
R. Ewing. 

Only half of the 3,070 counties of the 
United States are served by public health 
departments, the report states. Another 
550 counties receive advisory and super- 
visory services from some sixty State 
health districts. 

State. programs placed increased em- 
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phasis during the year on the prevention 
and control of chronic diseases. Control 
programs for cancer and heart disease 
received particular attention. Control 
activities in other chronic disease prob- 
lems such as diabetes, arthritis, and rheu- 
matism also moved forward in many 
areas. 

Research in chronic disease kept pace 
with the expansion of control measures 
Important investigations in heart disease 
research centered around the major prob- 
lems of rheumatic fever, hardening of 
the arteries, and high blood pressure 

Progress also is reported in cancer re- 
search, in mental health research and in 
dental research. To promote more ex- 
tensive research in other fields, two new 
institutes were established during the 
the Institute of Arthritis and 
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Metabolic Diseases and the Institute of 
Neurology and Blindness 

Construction of the new Clinical Cen- 
ter building was reported 59 per cent 
completed at the close of 1951. The 
center, which will be ready for occupancy 
in 1953, will give the National Institutes 
of Health, the research arm of the 
Service, its first opportunity to conduct 
clinical research on a wide scale 

The Public Health Service is greatly 
concerned with health problems related 
to the National emergency. Among proj- 
ects undertaken in this area during the 
past year were the development of a plan 
for the rapid detection and reporting of 
disease epidemics, the study of the ef- 
fects of radioactive water 
uses, and special training in radiological 
health 
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The Service has also responded to in- 
creasing demands for advice and counsel 
on health matters, for the loan of experts 
for defense activities, and for the staffing 
and conduct of special projects. How- 
ever, the special health problems of 
the emergency cannot be considered dis- 
tinct in themselves. Rather, coupled with 
the continued development of the Serv- 
ice’s regular activities, they will add 
momentum to the steady increase in 
health gains which the Nation has en- 
joyed in the past 50 years. 

The health status of the average 
American continues to be strengthened, 
according to the report. The death rate 
for 1951 was 9.6 per 1,000 population, 
10 per cent lower than in 1940. The 
average life expectancy at birth has risen 
to 68 years, compared with 47 at the 
turn of the century. 

The infant and maternal mortality 
figures, illustrative of the importance of 
improved health services and medical 
care, dropped to the lowest point ever 
recorded in the United States. Infant 
mortality has fallen from 100 per 1,000 
live births in 1915 to an estimated 20 
per 1,000 in 1950. Maternal deaths dwin- 
dled from 57 per 10,000 live births to an 
estimated 7 last year. 

New gains were reported in the fight 
against some of the communicable dis- 
eases. The death rate from tuberculosis 
dropped to 22 per 100,000 population, 
about 50 per cent lower than the rate 
10 years ago. 

Less syphilis was reported in 1950 
than in any year since 1929; and less 
gonorrhea than at any time since 1942. 
The 33,209 cases of poliomyelitis in 1950 
represented a 21 per cent decrease over 
the all-time high of 1949. Only 42 cases 
of smallpox were reported during the 
year. 

With the increased numbers of persons 
living longer, the chronic diseases, how- 
ever, are taking a greater toll. Diseases 
of the heart and cancer caused two- 
thirds of all deaths in 1950. 

The advances toward longer and 
healthier American lives have been 
brought about by medical research, ex- 
panded hospital facilities and improved 
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local health services, the report pointed 
out. During the past year all 53 States 
and Territories surveyed their hospital 
resources and reported that there are now 
slightly more than 1 million hospital beds 
available. There was an increase of 
142,000 beds during the year, half of 
them constructed with assistance under 
the Hill-Burton program administered by 
the Public Health Service. 


THE TUBERCULOSIS PROBLEM* 
By Russell E. Teague, M.D.+ 


In almost all of its aspects, the rapidly 
changing picture of the tuberculosis 
problem in the United States presents 
one of the most profound sociobiological 
phenomena, if not the most interesting 
development, in the entire field of medi- 
cine and epidemiology. It is significant, 
if not paradoxical, that, as many as- 
pects of the disease decline or diminish 
at an accelerated rate, the program for 
control continues to expand. 

DECLINE IN INFECTION RATE 

Results of tuberculin tests of sample 
populations in Philadelphia in 1949 seem 
to indicate that today individuals are be- 
ing infected with the tubercle bacillus at 
an average rate of less than 1 percent 
per year, or one new tuberculosis infec- 
tion per 100 person-years of life. 

Data from three studies at the Henry 
Phipps Institute in Philadelphia bear out 
this observation. In these studies, chil- 
dren in three large high schools were 
tested at 10-year intervals—in 1929, 1939, 
and 1949. In 1929 the average rate of 
conversion to the first test dose of tuber- 
culin was 5.3 per 100 person-years; in 
1939, this rate was 2.7; and in 1949, less 
than 1. At the average age of 16 years, 
in all three .studies, the percentages of 
children who were positive to the first 
test dose of tuberculin were: 1929, 84 
percent; 1939, 43 percent; and 1949, 16 
percent. 

lf conversion to the first test dose of 
tuberculin indicates acquired tuberculous 
infection or exposure to the tubercle 
bacillus, the average individual living in 
Philadelphia under the 1929 rate would 
have had a new experience with the 


*Reprinted from Public Health Reports, Au- 


cust, 1952. 


*+Dr. Teague is secretary of health, Com- 
monwealth of Pennsylvania. This paper was 
presented before the forty-eighth annual meet- 
ing of the National Tuberculosis Association 
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recently prepared by the Division of 
Chronic Disease and Tuberculosis of the 
Public Health Service, provides a source 
for morbidity data for 1951. 

According to this report, 118,414 new 
cases were reported in the United States 
in 1951. Although this figure may not 
be final for the year, it represents a de- 
cline of less than 3 percent from the 
number reported for 1950, and 12.3 per- 
cent from the 1947 total. The average 
annual decline in reported cases since 
1947 is 3.07 percent per year. 

In view of the intensified case finding 
during this period, these data are en- 
couraging. The reported case rates for 
the white and the nonwhite cases were 
68.1 and 165.3 per 100,000 population, 
respectively. For white and for non- 
white males the respective rates were 
86.6 and 194.8; for white and for non- 
white females, 49.9 and 136.1. 

There were four new cases reported 
in 1951 for each tuberculosis death re- 
ported, an improvement in the ratio when 
compared to 2.8 cases per death in 1947, 
3.1 in 1948, 3.4 in 1949, and 3.6 in 1950. 
The case-death ratio remains higher for 
whites than for nonwhites and higher 
for females than for males. 


MORTALITY 

In 1950 there were 33,577 deaths from 
tuberculosis, or 2.3 percent of the total 
deaths from all causes for that year. 
Compilations of the total number of 
deaths reported for 1951 have not been 
completed, but, based on a 10-percent 
sample study made by the National Of- 
fice of Vital Statistics, Public Health 
Service, the decline in the number of 
deaths from tuberculosis from 1950 to 
1951 was about 11 percent for the 
country. 

The number of deaths from tubercu- 
losis, as well as evidence of infection 
and morbidity, is dropping faster in the 
younger age groups and in females than 
in older males. In 1952, 75 percent of 
the population of many sanatoriums were 
males, most of them in the advanced age 
group. 


LONGEVITY OF PULMONARY 
TUBERCULOSIS PATIENTS 
My recent life table study of the 
longevity of all clinic patients diagnosed 
as having active tuberculosis at the 
Henry Phipps Institute in the 20-year 


period between 1926 and 1945 indicates 
average longevity of these pa- 
whites 
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lived 11.2 years, the average length of 
life of the nonwhites was 3.5 years. 

The cases diagnosed in the minimal 
stage averaged 25.1 years of life after 
diagnosis, those in the moderately ad- 
vanced stage, 9.9 years, while those diag- 
nosed in the far-advanced stage averaged 
only 1.1 years. 

There was no difference in the case 
fatality rates when the number of cases 
in the first 10-year period was compared 
with those in the latter 10-year period. 
With recent improvements in therapy, 
however, marked improvement in the 
case-fatality rates of the patients diag- 
nosed in 1952 would be expected. 

Despite the improved picture of the 
disease, activities directed toward meet- 
ing the problem continue to increase. 

CASE FINDING 

In 1951, reports indicate that about 
13,000,000 chest X-rays were made by 
States and by the agencies reporting to 
them. This amounts to 8.2 percent of the 
total population of the country. In three 
States the number of X-rays taken 
amounted to more than 20 percent of 
their population last year. 

Recent studies on familial susceptibility 
and resistance emphasize the importance 
of heredity in epidemiology and point 
out that in the future case finding may 
very well be directed toward continued 
medical supervision of the blood relatives 
of known cases, wherever they may 
reside. 

ISOLATION AND TREATMENT 

Since the prevention of this disease is 
lirectly proportional to the number of 
patient-days of effective isolation, it is 
encouraging that more beds are becom- 
ing available each year for tuberculosis 
patients. More chest surgery and chemo- 
therapy should eventually result in 
shorter periods of hospitalization and 
thereby permit more beds for more 
patients. 

The problem of isolation of the “good 
chronic” patient has not yet been solved 
in most areas, and agencies and health 
administrators are concerned with this 
problem to an increasing degree. 

The management of the recalcitrant 
infectious patient is being met in many 
areas by compulsory isolation procedures, 
and there is evidence of more widespread 
application of these techniques. 

Public health administrators and sana- 


torium superintendents are plagued with 
a shortage of personnel, especially nurses, 
ind the trend toward using nonprofes- 
sional aides is increasing. 
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Barring 
a national catastrophe, it is not illogical 
to assume that in one more generation 
the “great white plague” will no longer 


| be a major public health problem in the 


United States, but this does not mean 
that we can ever relax our vigilance. 
On the other hand, the prevention 
program must be intensified. Then edu- 
cation of the layman will be more diffi- 
cult and it will cost much more to find 
the unknown case, but there will be less 
expense for tuberculosis hospital beds, 
and more institutional space will be 
available for isolation of the “good 
chronics” that remain. More attention 
will be paid to the hereditary factors 
in infection. Greater efforts will be 
given to preventing the entry of tuber- 
culous patients from parts of the world 


| where high rates prevail, and concern 


may be expressed about the danger of 
our unexposed, tuberculin-negative popu- 
lation even visiting in areas of high 
infection. This concern may not be justi- 
fied and only further studies will give 
the answer. 
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culosis research. Transactions of the National 
Tuberculosis Association Forty-seventh Annual 
Meeting, 1951, pp. 391-396. 


CHANGES OF ADDRESS 
AND NEW LOCATIONS 


Abrams, Louis, from 271 Rosemont Ave., to 
1164 S. Lorena St., Los Angeles 23, Calif. 

Adams, William Lynn, CCO ’'52; Chicago 
Osteopathic Hospital, 5250 S. Ellis Ave., 
Chicago 15, Ill. 

Anderson, C. F., from 308 S. Main St., to 
209 E. Chippewa, Mount Pleasant, Mich. 

Andrews, Otho V., from Detroit, Mich., to 716 
N. Michigan Ave., South Bend 17, Ind. 

Aronson, Donald, from Chicago, IIl., to 98-09 
64th Road, Forest Hills, L. I., N. Y. 

Auwers, Frederick J., from Roby, Texas, to 
Box 72, Beaverton, Ore. 

Auwers, Laura S., from Roby, Texas, to Box 
72, Beaverton, Ore. 

Bagnall, David J., from Tulsa, Okla., to 10850 
Myers Way, Seattle 88, Wash. 

Baldwin, William, Jr., from 6856 N. 19th St., 
to 1813 Pine St., Philadelphia 3, Pa. 

Beck, Merritt M., Jr., from Saginaw, Mich., 
to Box 632, Leadwood, Mo. 

Beckett, G. W., from Alva, Okla., to 400 
Gilbert Bldg., Ardmore, Okla. 

Beckham, Alfred, Jr., from Warren, Ohio, to 
Aurelia, lowa 

Berenson, Philip, from 1626 S. Orange Drive, 


(Continued on page 56) 
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ADDRESS ALL BOX NUMBERS c/o 
A.0.A. HOME OFFICE, 212 E. OHIO 
ST., CHICAGO 11, ILLINOIS. 


RATES PER INSERTION: $2.00 for 20 
words or less. Additional words 10c 
each. 25c for box number. 

TERMS: Cash with order, please. 


COPY: Must be received by ist of pre- 
ceding month. 











FOR SALE: Combined home and office 

with surgical practice. Buyer must be 
satisfactory to the Board of Directors 
Reason for selling: to return to the vicin- 
ity of Philadelphia, Pa., to specialize in 
the treatment of the disc syndrome with 
sclerosing solutions. INQUIRE: Earl H. 
Gedney, D.O., 180 Broadway, Bangor, Me. 


AVAILABLE: Well established general 
practice on or before Jan. 1, 1953, in 
prosperous Ohio town of 40,000 near osteo- 
pathic hospital. Terms for X-Ray and 
other equipment. Office and apartment 
available. eaving for residency. Wil 





introduce and spend time with incoming 
doctor in laboratory and X-ray procedures. 
Write Box 8525. 


FOR SALE: Unusual opportunity for a 

qualified surgeon to own his own regis- 
tered 25 bed hospital; brick construction, 
in good agricultural and industrial area of 
the southwest. Several referring doctors, 
but none doing surgery. All inquiries 
answered promptly. Box 9521 


FOR SALE: Diathermy—Birtcher and 

other makes, attractively priced. Vibra- 
tors—heavy duty percussion—X-Ray cabi- 
net, 3-drawer, steel, for 14x17 films $73.00 
F.O.B. Factory. Write for catalog. Han- 
ley Equipment Co., 5614 So. Grand, St. 
Louis 11, Mo. 


RADIOLOGY RESIDENCY A.O.A._ ap- 

proved. Apply Mr. I. J. Biggs, Rocky 
Mountain Osteopathic Hospital, 4701 East 
Ninth Ave., Denver, Colorado. 


INTERNSHIP — Twelve month_ rotating 
service now available at the Massachu- 
setts Osteopathic Hospital. Services include 
Surgery, Obstetrics, X-Ray and Out-Pa- 
tient. Active clinic out-patient for teaching 
purposes. $50.00 per month plus full main- 
tenance. Apply to Dr. “ Mertens, 
Chairman, Intern Committee, Massachu- 
setts Osteopathic Hospital, 43 Evergreen 
St., Boston 30, Mass. 
ANESTHESIOLOGIST available upon com- 
pletion of approved residency on No- 

















vember 25, 1952. Desires affiliation with 
hospital doing general surgery and ob- 
stetrics. Box 10527 





SUCCESSOR WANTED to take over 

thirty-year established osteopathic prac- 
tice near osteopathic hospital. Office and 
equipment ready for business now. Retir- 
ing. Dr. E. McIntosh, Richmond, Michi- 
gan. 


NORTH CAROLINA needs strictly monies 

lative osteopathic physicians NOW!! 
Marvelous climate! Excellent opportuni- 
ties. Write Guy Funk, D.O., 900 S. Haw- 
thorne Road, inston-Salem, North Caro- 
lina for full information. Reciprocity with 
most states. 








WANTED: Full time general practitioner 

with New York license, for February 
ind March 1953. Excellent remuneration, 
possible partnership. Write Box 567, May- 
brook, N. Y. 





FOR SALE: Lucrative practice established 
35 years, full office equipment; excep- 
tionally low overhead; in kewood, de- 
sirable suburb of Cleveland, Ohio. VERY 
REASONABLE. TERMS. Write Margaret 
1. Law, 1443 Orchard Grove Ave., Lake- 


vood 7 Ohio. 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


We continuously poll physicians on the question... 


WHAT SORT OF RESULTS HAVE You HAD with FELSOL? 





he the th dhe a 


TELL US THEY GET—— 
FELSOL provides prompt antispasmodic, anti- 


pyretic, and analgesic action in 


relief of ASTHMA, HAY FEVER, CHRONIC 
BRONCHITIS, and SPASMODIC COUGH. 
Send for new booklet, BRONCHIAL ALLER- 


GIC DISEASE ...and “threshold therapy,” 
also clinical samples of FELSOL. 


FELSOL COMPANY, 


AMERICAN 


FOR SALE: Large home with doctor's 

office and equipment, lucrative practice. 
Parkrose, suburb of Portland, Oregon. 
Selling because of death. Write: Mrs. 
George L. Lofthus, 11016 N.E. Sandy, 
Portland 20, Oregon. 








WANTED: Young man to assume practice 


for six months, around January 1, 1953 
in well e oy office. 
city. Possibili 
cation. Write Box 10525 
WANTED: D.O. 

take practice for two months. 
Box 10524 





* 


Teckla GOWNS 


> PATIENTS: 







laundry. 


lic laundry can gi 





TECKLA WHITE GOWNS 
for OFFICE PATIENTS .. . 
No. 2G KRINKLE CLOTH 
(requires no ironing) 
and No. 3G PLAIN CLOTH 
6 for $13.50; 12 for $25 
3 dozen or more 
at $24 per dozen 








... AND, 9 OUT OF 10 DOCTORS ANSWERING 


Central Illinois 
ty of being a permanent lo- 


with Oregon license to 
Write 





Ky 


he the dh ti 






results 
With 


FE Sor 


outro 


symptomatic 
y 


LORAIN, 

















FOR SALE: Arnold upright electric steam 
bath cabinet $190; folding massage table 


$35.00; 
Write Underwood, 412 5th St., 
City, Mich. 








electrocizer $45.00. All like new. 
Traverse 





D.O. with 13 years general practice wishes 
to take over strictly mown rac- 
G 


tice in ILLINOIS or MIC AN. 


ave 


recently completed course in cranial tech- 


nic. Write Box 10526 





FOR SALE: Well established practice and 


equipment 
kota. Jill introduce purchaser. 
reason for sale. Box 10523 


BOTH suitable for public laundering: 


for Your OFFICE 
No. 3G PLAIN CLOTH gowns 


and No. 2G KRINKLE CLOTH gowns. 

(The No. 2G gowns require NO IRONING) 
Careful tests prove that our beautiful Krinkle Cloth 
(crepe) gowns will “take” repeated trips to the public 
Teckla’s famous Plain Cloth gowns are 
especially designed to withstand everything any pub- 


ve them. 


Your patients will appreciate 
the immaculate whiteness, easy 
comfort of Teckla office gowns. 
A trial order will convince you 
that our Doctors’ Office Coats 
are just what you want. 


*Write for FREE STYLE FOLDERS 
on our DOCTORS’ OFFICE COATS 


cen aeheadicne eee Pee 
ena . ae | |; ee 
12 inches...... =e ; or full length of 48” 
nana yards Send C.O.D......... or Postpaid...... 








Backs open 12°; 24°; 3 °°°eeeees 
or full length of 48”. ° 
Actual BUST . 
MEASURE of : 
garments: -- 
Size 1 (Small) 42° » No. 2G; Size | 
Size 2 (Med.) 52” : No. 3G; Size | 
Size 3 (Large) 60” * (Backs open; 
Extra TIES: * EXTRA TIES:... 
50 yards for $1.00 = 
: NAME 
POSTAGE PAID on Addr 





CASH ORDERS 








in southeastern North Da- 
Ill health 


SSSSSSRSSSSSSSSHSE ESE e eee 
THIS COUPON will save your time in ordering 
TECKLA GARMENT CO., 26 Southbridge St., Worcester |, Mass. 


Gentlemen: Please send us the followin titi 
PATIENTS' OFFICE GOWNS: oa 








In 12-02, 
inner- 
sealed 
tin, with 
shaker 
mixing 
lid in 
each 
package 


Why Doctors 
Prefer It 


It relieves hyperacidity without gas or 
acid-rebound. 


It helps eliminate pre-ulcer conditions. 


It does not interfere with 
normal digestion. 


It accelerates 
and inflamed 
demulcent action. 


ulcers 
soothing 


healing of 


mucosa by 


It’s gentle and effective. 


It corrects and prevents 
stubborn constipation. 













Cate 
Antacid-Adsorbent 


Ideal for the 
colitis patient 











Neutralizes digestive irritants 
by selective colloidal adsorption. 


No alkali. No laxative drugs. 
Safe and dependable for all ages. 


Mail Coupen for Introductory Offer 


Sea ese eee eee «a 4 


PLEASE MENTION THE JOURNAL WHEN WRITING 








| 


| THE ESSCOLLOID CO., Inc. 1 


| 1620 Harmon Place 
Minneapolis 3, Minnesota ] 


I Please mail literature and details of | 
y your professional introductory offer. 


MAME .......... 000000, D.O. 

PAODRESS ............ “. 

oll) eee , 
STATE es ess ee 





(Continued from page 54) 


to 3814 W. Slauson Ave., Los Angeles 43, | 
Calif 
Mich., | 


Bridenstine, Harvey R., from Detroit, 
to 326 E. 29th St., Davenport, lowa 

Brown, William Clare, from 80 
6% Elm Terrace, Waterville, Maine 

Brown, Nora R., from 80 Elm St., 
Elm Terrace, Waterville, Maine 


to 6% 





Elm St., to | 


Caldwell, Martin R., from Des Moines, Iowa, 


_ to Yale, Iowa 
Cantor, Harvey, from 9531 McQuade, to 4337 
W. Fort St., Detroit 9, Mich. 


Carter, Marjorie E., from 756 S. Allegheny, | 


to 1412 S. Peoria Ave., Tulsa 5, Okla. 
Cary, James E., from Detroit» Mich., to 924 
S. Forest Ave., Brazil, Ind. 
Clark, Paul G., from Chenoa, Ill., to Box 110B, 
Route 2, Florissant, Mo. 
Cornbrooks, Charles W., Jr., from 405 Grand 
Ave., to 371 Shaw Ave., Dayton 5, Ohio 
Coyne, Herbert C., from La Grange, Ga., to 
Yale, Okla. 

Crotty, C. H., from Dallas, Texas, to 1121 E. 
Culver St., Phoenix 22, Ariz. 

Cummins, Clifford D., from Mount Clemens, 
Mich., to Lakeside Hospital, 2801 Flora Ave., 
Kansas City 3, Mo. 


Danner, Russell A., from Haddon Hill Apts., 
to 207 W. Crystal Lake Ave., Haddonfield, 
N ; 


is Be 

Dearing, H. H., from Cheney, Kans., to 3143 

J. Maple St., Wichita 12, Kans. 

DiSantis, Warren V., from Kemp, Texas, to 
105 N. Main St., Galena Park, Texas 

Dobritt, Walter P., from 2221 Florian St., to 
210 Martha Washington Bldg., 10315 Joseph 
Campau St., Hamtramck 12, Mich. 

Dobson, H. Frederic, Jr., from Valley Center, 
Kans., to Route 8, Box 749, Wichita, Kans. 

Doe, Stanley W., from 915 N. Second St., 
to 122 Muench St., Harrisburg, Pa. 


Edwards, Harold T., from Box 102, to Box A, 
Los Molinos, Calif. 


to | 


Elanjian, George, from Dearborn, Mich., to 
2151 Monroe Blvd., West Dearborn, Mich. 

Ellis, Norman R., PCO ’52; Osteopathic Hos- 
pital of Philadelphia, 48th & Spruce Sts., 
Philadelphia 39, Pa. | 

Elsea, Lyle Earl, from 11118 Third St., 
Elsea Clinic, 707 Oak Park Ave., Corpus 
Christi, Texas 

Fanning, H. E., KC °52; Industrial Hospital 
& Clinic, 2715 Jensen Drive, Houston 10, 
Texas 

Feldman, Israel, from 901 S. 22nd St., to 


1816 Pine St., Philadelphia 3, Pa. 
Feldman, Leonard L., from 4908 E. Roosevelt 
Blvd., to 518 S. 12th St., Philadelphia 47, Pa. 
Fenwick, Carl H., from Stratton, Maine, to 44 


College Ave., Waterville, Maine 

Ferrari, Gemma, from Detroit, Mich., to 315 
W. Third St., Mishawaka, Ind. 

Fithian, Richard N., from Somerset, Pa., to 


146 E. Pine St., Grove City, Pa. 
Fitz, Gerhardt R., from Detroit, Mich., to 306 
E. Sixth St., Monroe, Mich. 


Forler, E. Paul, from 3705 Tyler Ave., to 
1502 Andrews Ave., Fresno 4, Calif. 

Friedman, Robert, from Allentown, Pa., to 
4654 Locust St., Philadelphia 39, Pa. 


Garland, Dave T., Jr., from 135 S. Grant St., 
to 2853 Colorado Bivd., Denver 7, Colo. 

Garner, Lee Roy, from St. Louis, Mo., to 
Doctors Clinical Group, 917 Airport Road, 
Ferguson, Mo. 

Gedney, Fred A., from 301 E. Franklin St., 
to Lee Medical Bldg., 1805 Monument Ave., 
Richmond 20, Va. 

Gershon, Eugene J., from 104 W. 
to 114 W. Fifth St., Clare, Mich. 

Goff, Herbert A., from Detroit, Mich., to 725 
Westfield Ave., Elizabeth 3, N. J. 

Greenberg, Richard B., PCO ’52; 174 Kingwood 
Road, King of Prussia, Pa. 

Greene, Mildred E., from Waltham, Mass., to 
9 Ware Road, Auburndale 66, Mass. 

Greenetz, Harry Raymond, from Kansas City, 
Mo.. to 220 Hillcrest Ave., Collingswood, 


Sixth St., 


Gregory, W. R., from S. Madison St., to 108 
W. Circle Drive, Jefferson City, Mo. 

Griffin, Albert A., from 700 Academy St., 
Box 139, to 102 California St., Jacksonville, 
Ore. 

Groff, Irwin G., Wis., to 
Lakota, Towa 

Guerdan, Donald C., from Philadelphia, Pa., 
to 112 E. Broad St., Hatfield, Pa. 


from Milwaukee, 


Haffenden, James T., DMS 
Osteopathic Hospital, 1225 Lake Drive, S. 
Grand Rapids 6, Mich 
Hall, William F., from San Angelo, Texas, 
to 7710 Acapulco Road, El Paso, Texas 
Hammond, John E., KCOS °52; Doctors Hos- 
pital, 1087 Dennison Ave., Columbus 1, Ohio 
Harris, Elmer W., from Erie, Pa., to 1469 
Hollywood Ave., Chicago 26, Il. 


52; Grand Rapids 
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MEDICAL 


x: 
3 FABRICS 


E-L-A-S-T-I-C 


BANDAGES and DRESSINGS 


Presso* 

ALL COTTON ELASTIC BANDAGE 
THESE BANDAGES are mace from 
fine quality yearns, to insure the cor- 
rect and continued degree of elas- 
ticity and support. Aveiable in: 

NATURAL and FLESH COLOR 
Sizes: Sq Yds. (Stretched) x 2", 
242", 3", 34", 4", S", 6. 8", 10". 


Pressoplast 
THE EL AS-TC ADMESIVE BANDAGE 
Twe Types 
FLESH COLOR —— CUT EDGE 
NATURAL —— FEATHER EDGE 
Available in Individual and Hospital 
Packages. 


Pressoplast 
Presso-L ELASTIC ADRESIVE 
RURECR RENFORCED ELASTIC BANDAGE — Tx pans 1 hetaant 
REINFORCED with rubber thread STICK TAPE 


to insure continued degree of eles 
ticity ond pressure. 

FEATHER E M t 
a ee prevents slipping 
NATURAL and FLESH COLOR 
Sines: 5Y/p Yds. (Stretched) x 2”, 
244". 3", 4", 6". 


WOUND PATCHES 
4+ WING DRESSINGS 
TEST PATCHES 


Presso-Lastic 


CONTURA @sanoace 
UNA-GEL ®@sanonee 


RITERATURE. SAMPLES. PRICES On REQUEST 


Medical Fabrica Co., Inc. 


PATERSON 1, NEW JERSEY 


4g 
¢ 











finger-tip heat control! 
COSMO CUTTING UNIT 


compact .. easy to use 


Thermal blade operates at tempera- 
tures controllable for all cutting, co- 
agulation and cauterization work. 
Plug in on 110 AC or DC outlet. 
Thousands of satisfied users. if 
Recommended by leading 
doctors. Guaranteed. 
No 
spark gap, 
operates on 
heat only. 
Safe to use 
ethyl 
chloride or 





similar 
agents. 
* 
write 


for 
brochure 


omy ae Complete 
COSMO CAUTERY CO. 


4215 Virginia Ave. 
St. Louis 11, Mo. 
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For Symptomatic 
Relief in 


ASTHMA and 
HAY FEVER 


CALCIGRI 


(Tablets Wilco) 














A potent 
* A Decongestive 
* Sedative 
* Bronchodilator 


Each tablet contains 

PRE.  cewsassiceceeve Vy gr. 
Ephedrine Sulfate ........... 36 gr. 
eee 2% gr. 
Calcium Lactate ............. 2% gr. 
eee \y gr. 
Adult Dosage: 

1 tablet 3 times a day before meals 


2 tablets at bedtime when required 
tablets to abort an attack 


WARNING: lodides should not be taken in 
tuberculosis or thyroid disease except 
under the direction of a physician. 


In Bottles of 50 
Send for Samples and Details 


WILCO LABORATORIES 


800 N. Clark Street Chicago 10, Ill. 


9 











UROLOGY 


Special attention to Prostate 


conditions, including Trans- 


Urethral resection. 


GASTRO-INTESTINAL 





Special attention to resistant 


colon and rectal conditions. 








(Established 1933) 


Devine Bros. Hospital 


(Osteopathic) 
918 Oak, Kansas City 6, Mo. 
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Hayes, John H., from Philadelphia, Pa., to 
315 W. Merchant St. , Audubon 6, J. 

Herr, Sanford S., from Portland, Ore., to 
Ferguson Bldg., 300% First St., Newberg, 
Ore. 

Herscher, Fred, from Box 9, to Box 745, 
Sutherlin, Ore. 

Hewitt, Douglas T., from 619 Townsend St., 
to 619 S. Capitol Ave., Lansing 15, Mich. 

Hodson, Marvin L., from Clemons, Iowa, to 
Jewell, Iowa 

Holloway, Henry S., KC °52; Hardin, Mo. 

Hoversten, Lester, from Glendale, Calif., to 
Bay View Hospital, 23200 Lake Road, Bay 
Village, Ohio | 

Hull, Dean R., from Kirksville, Mo., to Box 
#16, Clarence, Mo. 

Hutchins, John P., from Laguna Beach, Calif., 
to ox 357, South Laguna, Calif. 

Irvin, Walter S., from Middlebourne, W. Va., 
to 202 Broadway, Berkeley Springs, W. Va. 

Ives, Peggy M., from 6831 Rugby Ave., to 
6609 Rugby Ave., Huntington Park, Calif. 

Jaquith, Donald A., from_12 Richmond _ St., 
E., to 28 Wellesley St., E., Toronto 5, Ont., 
Canada 

Johnson, William W., from 17023 Lorain Ave., 
to 3859 W. 168th St., Cleveland 11, Ohio 
Kaufman, ad G., from Brooklyn, N. Y., 


SUPPORTS 








to 725 Collings Ave., West Collingswood, 
N. J. 
Klein, Erle Lyle, from Eugene, Ore., to 1522 
Webster St., Ashland, Ore. 
Karzen, Melvin S., from 1940 El Cajon Blvd., f 
to 6198 University Ave., San Diego 15, Calif. | 
Kornhauser, Edgar, from Des Moines, Iowa, } 
to 350 Broadway, Youngstown 4, Ohio 
Krist, Frank, KCOS °52; Crane, Mo. 
La Manna, Joseph L., from 2632 S. Hampton 
Road, to Sunset Clinic, 1922 W. Tenth St., 
Dallas 11, Texas 
Lambert, Charles F., from Bethany, Mo., to 
Box 7722, Kansas City 3E, Mo. 
Lancey, Lilla, from 1530 Chestnut St., to 1737 
Chestnut St., Philadelphia 3, Pa. 
Lehault, John C., from 213 S. Main St., to 203 
E. Seminary Ave., Wheaton, III. 
Le Heup, Lewis W., Jr., from Detroit, Mich., 
to 1102 Tenth St., St. Cloud, Fla. 
Lentz, Z A., from Box 56, to 200 S. Jefferson 
St., New u Im, Minn. 
Lesslie, Starr, from Tarzana, Calif., to 14008 
Ventura Blvd., Sherman Oaks, Calif. coe FOR MEN FOR WOMEN 
Levin, Abraham, from 800 S. 60th St., to 1737 
Chestnut St., Philadelphia 3, Pa. 
Lichtenwalner, Charles, Jr., from 410 igh Working closely with the medical 
Ss 379 x. B ‘ ‘ : , ;, Freemz 
oe Chestnut St., Pottstown, Pa profession for more than 60 years, Freeman 
Lipton, Nathan, from Fargo, N. Dak., to hes de = od line of surgi -al supports 
Veterans Administration Hospital, Marion, | has developed a line Of surgical | pporss 
" from which you can select and prescribe 
Little, Walter G., KCOS "52; 1001 South St., with complete confidence in the suitability 
Lafayette, Ind. " ait “gg tl 
f of the garment for its purpose, quality in its 
Lorentson, Lennert L., from Dearborn, Mich., : a . 2 
to 7135 Balfour, Allen Park, Mich construction and comfort for the wearer. 
MacNaughton, H. A., from 1565 Plainfield, The Freeman line of corset-type back sup- 
N. E., to 920 Ellsmere, N. E Grand : | hick id 
, - is . odels which provide sup- 
Rapids 5, Mich ports — model | I 
Magen, Myron S., from Des Moines, Iowa,: to portive and conservative measures in any 
524 Northwestern Ave., Ames, lowa required degree up to almost complete im- 
McGillis, L. N., from Burbank, Calif., to | mobilization. This type of support has been 


North Hollywood, Calif 
from 102-03 Gokey Bldg., 


11003 Moorpark St., 


found su yerior in that it can be worn com- 
Martin, William G., I 


fortably whether sitting, standing or lying. 


to 432 E. Sixth St., Jamestown, . . 
Mettling, H. H., from Clayton, N. Mex., to |In addition to correct design and quality 
Route 2, Claremore, Okla. construction Freeman supports embody 
Miller, J. Kenneth, from 1529 N. Second St. . 1 i me 
ra 7 é st, , rancements and improvements. 
to 120 Muench St., Harrisburg, Pa. many advancements a I 4 lf, 
Mohammed, Harry H., DMS °52; Mclaughlin | Linings and stay covers are cushioned for 
Osteopathic Hospital, 619 Townsend St., | comfort and side-laced back supports have 
Lansing 15, Mich. a new and exclusive self-smoothing, non- 
Moore, Ralph H., from 408 Redwood Ave. sntenl , 
» Ka , i ‘ > | wrinkle fly. 
to Frontier Oil & Gas Bldg., McAllen, Texas d 


Mail coupon for details of Freeman quality 


Morris, Ralph O., from 325 W. Jefferson Bivd., ss 5 ye 
to 7825 S. Western Ave., Los Angeles 47, features and free copy of pocket-size refer 
Calif ence catalog. 

Mulford, Robert J., from 142 Beaver Court, 
to 472 Sunset Drive, Amherst, Ohio BER EBSREB TASTE RNRE Seok 

Parsons, Walter ( Jr., PCO °52; 213 Mag FREEMAN MANUFACTURING co. 
nolia Ave., Daytona Beach, Fla 

age f turgis, Michigan 

Peabody, Alfred S., from Des Moines, lowa, Dept. 6 0, $ Bis, & 
to 300% First St., Newberg, Ore . . 

T "3 Pe , Please send information about Freeman fea- 

osey, romas . IJrv., from 714 Plymouth f f | 

) : } reterence catalog. 
Ave., to 409 Hulman Bldg., Dayton 2, Ohio tures and free copy of refere 9 

Price, William R., from Monterey Park, Calif., | Name 
to 923 Alderman St., Belding, Mich. 

Rader, Daniel L., CCO °51; Stevens Park Address 
Osteopathic Hospital, 1141 N Hampton 
Road, Dallas 11, Texas City State 
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Suggest this topical therapy 
between office visits for 


RHEUMATIC 
ACHES:PAINS 


Muscle Soreness and Stiffness 
Lumbago and Neuritis Discomfort 


Between professional visits, your 
patients should welcome this topi- 
cal analgesic, counter-irritant, de- 
congestive home therapy. Suggest 
that they massage the affected area 
with Musterole. 


Musterole with massage helps in- 
crease topical circulation creating 
needed heat right where applied— 
and brings fresh blood to the af- 
fected parts for symptomatic re- 
lief. A clean white rub that will 
not stain the clothing. 


The only rub made in 3 different 
strengths: Children’s Mild for ten- 
der skin. Regular for adults and 
Extra-Strong Musterole for more 
distressing cases. 








Raley, R. Glynn, DMS ’52; Box 170, Coman- 
che, Texas 

Rawls, Frank W., from 801% Houston St., 
to 111 D & E East Main, Arlington, Texas 

Reeves, W. T., from Moberly, Mo. to 100 S. 
Chelsea Ave., Kansas City 1, 

Richardson, Rufus A., from ae Angeles, 
Calif., to 17846 Clark St., Bellflower, Calif. 
Riedel, Carl O., from 408 W. Orange Drive, 
to 8941 Valley View Ave., Whittier, Calif. 
Riley, Nannie B., from Allensville, Ky., to 

1810 Ashwood Ave., Nashville 4, Tenn. 

Romans, Charles A., from Collinsville, Texas, 
to La Center, Ky. 

Rosenbaum, Hazel M., from Los Angeles, 
Calif., to 128 N. San Gorgonio Ave., Ban- 
ning, "Calif. 

Rosman, Albert J., KCOS ’52; Osteopathic 
Hospital of Maine, 335 Brighton Ave., Port- 
land 4, Maine 


Ruffo, Michael M., from Bronx, N. Y., to 600 
Interstate Trust Co. Bldg., 1130 16th St., 
Denver 18, Colo. 

Sage, Joseph H., DMS ’52; 812 Des Moines 
St., Des Moines 16, lowa 

Saylor, Clyde S., from Philadelphia, Pa., to 
1011 Roosevelt Ave., Manoa-Havertown, Pa. 

Schaeffer, Lester E., from Farmington, Mich., 
to 12507 Livernois Ave., Detroit 4, Mich. 

Schultz, Lavertia L., from 6831 Rugby Ave., to 
6609 Rugby Ave., Huntington Park, Calif. 

Schwartz, Harold R., from Lancaster, Pa., to 
159 E. Main St., Huntington, L. L., N. Y. 

Siehl, Thomas J., KCOS ’52; 341 S. Eastview 
Parkway, Hamilton, Ohio 

Simpson, Don H., from 720 W. McDowell 
Road, to 502 E. Thomas Road, Phoenix 43, 
Ariz. 

Snyder, James F., from Overland, Mo., to 2573 
Woodson Road, St. Louis 14, Mo. 

Stark, Eli H., from Brooklyn, N. Y., 
Bellmore Road, North Bellmore, N. 

Steinsnyder, Hartley R., from 4814 Larchwood 
ant, to 6602 Woodland Ave., Philadelphia 
42, Pa. 

Stevenson, Earl C., from 54 Granite Trust 
Bldg., to 35 Miller Stile Road, Quincy 69, 
Mass. 

Stombaugh, Dennis E., from 13 S. Seventh 
St., to Fifth & Market Sts., Perkasie, Pa. 
Striks, Gilbert J., DMS °52; 18700 Stoepel 

Ave., Detroit 21, Mich. 

Sullivan, Leigh R., from Chic ago, -.. to 826 
S. Hobart Blvd., Los Angeles 5, Calif. 

Sutton, Emilie V., from 1367 Post St., to 130 
Ortega St., San Francisco 22, Calif. 

Swords, Harvey G., from Rylie, Tex to 
Grove Clinic, 1143 S. Buckner Blvd., Dallas 
18, Texas 

Tauber, Jerome B., from 4110 Riverside Drive, 
to 4198 Riverside Drive, Burbank, Calif. 

Thompson, Ross B., from Glendale, Calif., to 
436 E. Olive Ave., Burbank, Calif. 

Tonkens, Robert R., from 929 Bryant Bldg., 
to 5910 Prospect Ave., Kansas City 4, Mo. 

Toohey, James Joy, CCO ’51; 1109 Small St., 
Grand Prairie, Texas 

Troum, Arthur L., from Kansas City, Mo., to 
799 Boulevard, Bayonne, 7 Be 

Tunnell, Henry L., from 303 Main St., to 150 
S. Second St., Lander, Wyo. 

Vanden Daele, Marie D., from Detroit, Mich., 
to 34 Elm St., Battle Creek, Mich. 

Voorhees, John A., from Hiawatha, Kans., to 
Young Clinic & Hospital, Box 328, Alva., 
Okla. 

Weiner, Ira N., KCOS °52; Osteopathic Hospi- 
tal of Maine, 335 Brighton Ave., Portland 4, 
Maine 

Weiss, Sidney, from Philadelphia, Pa., 
Marlton Ave., Camden 5, N. J. 

Weitzel, John, from Flint, Mich., to Clare 
General Hospital, Clare, Mich. 

Whitney, Elmer I., from Oakland, Maine, to 
28 Common St., Ww aterville, Maine 

Whitney, Leda R., from Oakland, Maine, to 
28 Common St., Waterville, Maine 

Wilcox, John F., from Elmira, N. Y., 
W. State St., Wellsville, N. Y. 

Writer, Casimir Z., KCOS °52; Riverside Os- 
teopathic Hospital, 165 George St., Trenton, 
Mich. 

Yeoham, James Alfred, KCOS '52; Riverside 
Osteopathic Hospital, 165 George St., Tren- 
ton, Mich. 

Zettel, Robert H., from 920 Nicollet Ave., to 
89 S. Tenth St., Minneapolis 2, Minn. 

Zipperer, William P., PCO ’51; 339 Louise, 
Highland Park 3, Mich. 
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APPLICATIONS FOR 
MEMBERSHIP 


ILLINOIS 
Brown, T. Gordon, Chicago Osteopathic Hos- 
pital, 5250 S. Ellis Ave., Chicago 15 


MISSOURI 
Harned, Virgil W., (Renewal) 402 Wirthman 
Bidg., Kansas City 3 
Payne, William H., (Renewal) Mendon 
Berry, Mary Heard, (Renewal) Whitaker Os- 
teopathic Hospital, 205 S. Fifth St., Moberly 


NEW YORK 
Queler, Norman, 66 W. 182nd St., Bronx 53 


OHIO 
Seiple, Robert S., Box 188, Racine 


PENNSYLVANIA 
Abramson, Bernard, 2046 Germantown Ave., 


Philadelphia 22 


Books Received 


ZINSSER’S TEXTBOOK OF BACTERI- 
OLOGY. By David T. Smith, M.D., Professor 
of Bacteriology and Associate Professor of 
Medicine, Duke University School of Medi- 
cine; Norman F. Conant, Ph.D., Professor of 
Mycology and Associate Professor of Bac- 
teriology, Duke University School of Medi- 
cine; Joseph W. Beard, M.D., Professor of 
Surgery in charge of Experimental Surgery, 
Duke University School of Medicine; Hilda 
Pope, Ph.D., Assistant Professor of Bacteriol- 
ogy, Duke University School of Medicine; 
D. Gordon Sharp, Ph.D., Assistant Professor 
of Biophysics in Experimental Surgery, Duke 
University School of Medicine; and Mary A. 
Poston, M.A., Instructor in Bacteriology, 
Duke University School of Medicine. Ed. 10. 
Cloth. Pp. 1012, with illustrations. Price 
$11.00. Appleton-Century-Crofts, Inc., 35 
West 32nd St., New York 1, 1952. 


MASSAGE AND REMEDIAL’ EXER- 
CONDITIONS. By Noel M. Tidy, Member 
of the Chartered Society of Physiotherapy; 
T.M.M.G. Ed. 9. Cloth. Pp. 519, with illus- 
trations. Price $6.00. The Williams & Wil- 
kins Company, Mt. Royal & Guilford Aves., 
CISES IN MEDICAL AND SURGICAL 
Baltimore, 1952. 


STERILITY —ITS CAUSE AND ITS 
TREATMENT. By J. Jay Rommer, A.B., 
Ph.G., M.D., A.I1.C.S., Gynecological Staff, 
Beth Israel Hospital, Newark, New Jersey; 
Member, American Genetics Association, 
American Society for the Study of Sterility, 
New Jersey Neuropsychiatric Association; 
Fellow, New Jersey Obstetric and Gynecologi- 
cal Society. Part I—The Infertile Female, 
Part I1I1—The Infertile Male. Cloth. Pp. 424, 
with illustrations. Price $12.50. Charles C 
Thomas, Publisher, 301 E. Lawrence Ave., 
Springfield, Ill., 1952. 











OFFICIAL AUTOMOBILE EMBLEM 


Design, consisting of green cross and gold lettering on white background, 
is executed in best quality baked enamel on a heavy bronze convex shield. 


Washable and weather-proof. 


Fitted with steel bracket for attachment to license plate holder. 
Recognized by many local and state police departments. 


Supplied only to members of the American Osteopathic Association. 


Price $1.50, Postpaid 


American Osteopathic Association 


212 E. Ohio Street 


Chicago 11, Illinois 








2 Sey Cee 
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TEXTBOOK OF GENERAL SURGERY. 
By Warren H. Cole, M.D., F.A.C.S., Pro- 
fessor and Head of the Department of Sur- 
gery, University of Illinois College of Medi- 
cine; Chief Surgeon, Illinois Research and 
Educational Hospitals, Chicago; and Robert 
Elman, M.D., F.A.C.S., Professor of Clinical 
Surgery, Washington University School of 
Medicine; Assistant Surgeon, Barnes Hospi- Mt JOU 
tal; Associate Surgeon, St. Louis Children’s 
Hospital; Chief of Staff and Director of a a 
Surgical Service, H. G. Philips Hospital, St. When prescribing Ergoapiol 
Louis. Foreword by Evarts A. Graham, M.D., (Smith) with Savin for your gynecologic 
F.A.C.S. Ed. 6. Cloth. Pp. 1154, with illus- | a < . 
trations. Price $12.50. | Appleton-Century- patients, you have the assurance that it can be obtained 
Crofts, Inc., 35 West 32nd St., New York 1, only on a written prescription, since this is the only 
$988. manner in which this ethical preparation can be legally 

PHYSICAL FOUNDATION OF RADIO! dispensed by the pharmacist. The dispensing of this 

P SICAL FOUNDATION ° ADIOL- . : : . 

OGY. By Otte Glasser, Profenssr of Bio uferine tonic, time-tested ERGOAPIOL (Smith) WITH 
physics and Head of Department of Biophy SAVIN—only on your prescription—serves the best 


sics, Cleveland Clinic Foundation, Cleveland, .  ~ ; 

Ohio; Edith H. Quimby, Associate Professor interests of physician and patient. 

of Radiology (Physics), College of Physicians INDICATIONS: Amenorrhea, Dysmenorrhea, Menorrhagia, 
and Surgeons, Columbia University, New 
York; Lauriston S. Taylor, Chief, Atomic 
and Radiation Physics Division, National Bu- GENERAL DOSAGE: One to two capsules, three to four 
reau of Standards, Washington, D. C.; and | times daily—as indications warrant. 
yital’ and Graduate School of Medicine, Uni. | | 1 #thical packages of 20 capsules each, bearing no directions. = . eo 
versity of Pennsylvania, Philadelphia. Ed. 2, Literature Available to Physicians Only. : : when capsule is cut in 
revised and enlarged. Cloth. Pp. 581, with 4 


, half at seam 
figures and charts. Price $6.50. Paul B. P MARTIN H. SMITH COMPANY 


Hocber, Inc, 19 East 33rd'Sty New York 16, || ERGOAPIOL “G2 SAVIN 4 ie taranerte Stat 
1952 


TEXTBOOK OF GYNECOLOGY. By Emil 
Novak, A B., M.D., D.Sc. (Hon.), F.A.C.S., 
F.R.C.O.G. (Hon.), Assistant Professor Emer- 
itus of Gynecology, The Johns Hopkins Medi- 
cal School; Gynecologist-in-Chief, Bon Secours 





Metrorrhagia, and to aid involution of the postpartum uterus. 











PHARMACOLOGY IN CLINICAL PRAC- DIABETIC GLOMERULOSCLEROSIS, 
“ ap : TICE. By Harry Beckman, M.D., Director, The Specific Renal Disease of Diabetes Melli- 
and at. Agnes Hospitals, _ Baltimore; and Departments of Pharmacology, Marquette Uni- tus. By Harold Rifkin, M.D., F.A.C.P., Lec 
Past President, American | Gynecological So- versity Schools of Medicine and Dentistry; turer in Medicine, College of Physicians and 
eye and Edmund R. Novak, A.B., M.D., and Consulting Physician, Milwaukee County Surgeons, Columbia University; Adjunct At- 
F.A.C.S., Instructor in Gynecology, Johns General Hospital and Columbia Hospital, Mil- tending Physician, Medical Division, Monte- 
Hopkins Medical ‘School; Gynecologist, Johns = waukee, Wisconsin. Cloth. Pp. 839, with fiore Hospital; Associate in Medicine and 
a = mee SS. Sere Aes oo illustrations. Price $12.50. W. B. Saunders Assistant Professor, Department of Bacteriol- 
Pp ann be "a Rice $0 oO The Company, West Washington Square, Philadel- ogy, Flower-Fifth Avenue Hospitals, New 
Williams & Wilkins Company, Mt. Royal & phia 5, 1952. York Medical College, New York, New York; 
Guilford Aves., Baltimore, 1952. 





BETTER CONTROL with LESS CONTROL 


in A self-acidifying methenamine urinary antiseptic permitting high dosage 

CHRONIC without toxicity. Quickly soothes inflamed mucosa. Bacteriostatic 

URINARY against E. Coli, S. Albus, S. Aureus. Requires no periodic blood tests, 

etc. May be prescribed alone or with suitable antisp dics and sed- 

INFECTIONS atives as individually required—tr. belladonna, ir. hyoscyamus, pheno- 
barbital, etc. Especially useful for older patients. Send for samples. 


TD COBBE PHAR. DIV.—BORCHERDT MALT EXTRACT CO. 
217 N. Wolcott Ave. Chicago 12, Illinois 




















Pain-Relieving... NUMOROIDAL 
Soothing... SUPPOSITORIES 


Decongestive. 7” EPHEDRINE HYDROCHLORIDE .... . 0.22% 
SEMBOCAMEE «0. ccc csccess SOM 
IN A SPECIAL EMULSIFYING BASE 


Supplied in boxes of 12, individually packaged 
in cellophane. May be carried in pocket or purse 


with complete safety. No refrigeration necessary. 


NUMOTIZINE, Inc., 900 N. Franklin Street, Chicago 10, Illinois 
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NEW MEXICO 








THOMAS J. MEYERS 
Ph.D., D.O., F.A.C.N. 


Psychiatrist 


234 East Colorado Street 
Pasadena 1, California 





ANTHONY E. SCARDINO, D.O. 
Practice Limited to 


Dermatology & 
Syphilology 


929 Bryant Building 
Kansas City, Mo. 











J. Paul Reynolds, D. O. 
E. L. Thielking, D. O. 
L. D. Barbour, D. O. 


Roswell Osteopathic Clinic 
and Hospital 
401 N. Lea 
Roswell, N. Mex. 








CALIFORNIA 








LEE R. BORG 


D.O., F.A.O.B.Pr. 
Certified by the A.O.B.P. 


Proctology 
1130 West Santa Barbara Avenue 


Los Angeles, California 
AXminster 7149 





MISSOURI 


NEW YORK 





HAROLD COE, D.O. 
F.A.O.C.Pr., 
Proctologist 


501 Pine St. 
St. Louis 1, Mo. 











Thomas R. Thorburn, D.O. 
HOTEL BUCKINGHAM 
101 W. 57th Street 
New York City 








COLORADO 








Philip A. Witt, D.O. 


Urology and Surgery 


1550 Lincoln 








DISTRICT OF COLUMBIA 








Chester D. Swope, D.O. 


Osteopathic Physician 


The Farragut Apts. 
Washington, D. C. 








FLORIDA 








JAMES H. RAMBO, D.O. 
Osteopathic Physician 


665 So. Flagler Drive 
West Palm Beach, Florida 








Louis Leiter, M.D., Ph.D., Clinical Professor 
of Medicine, College of Physicians and Sur- 
geons, Columbia University; Chief, Medical 
Division, Montefiore Hospital, New York, New 
York; and James Berkman, M.D., Instructor 
in Pathology, College of Physicians and Sur- 
geons, Columbia University; Associate Pathol- 
ogist, Montefiore Hospital, New York, New 
York. Cloth. Pp. 102, with illustrations. 
Price $3.50. Charles C Thomas, Publisher, 
Springfield, Ill., 1952. 


THE RATIONAL *~TREATMENT OF 
CATARRH. By W. Annadale Troup, M.C., 
M.D., Ch.B. (St. And.). Cloth. Pp. 85, with 
illustrations. Price $2.50. Chaterson Ltd., 5 
Johnson’s Court, Fleet St., E.C.4., London; 
John de Graff, Inc., 64 West 23rd St., New 
York 10, 1952. 


APPLIED PHYSIOLOGY. By Samson 
Wright, M.D., F.R.C.P., John Astor Pro- 
fessor of Physiology, University of London, 
Middlesex Hospital Medical School; Sometime 
Examiner in Physiology to the Universities 
of Oxford, London and Leeds; The Royal 
College of Surgeons of England; The Royal 
College of Surgeons of Edinburgh; The Con 
joint Board in England; The Conjoint Board 
in Ireland; with the collaboration of Montague 
Maizels, M.D., F.R.C.P., Professor of Clinical 
Pathology, University of London, University 
College Hospital Medical School, and John 
B. Jepson, M.A., B.Se., D.Phil., A.R.I.C., 
Senior Lecturer in Biochemistry, Courtauld 
Institute of Biochemistry, Middlesex Hospital 
Medical School. Ed. 9. Cloth. Pp. 1190, with 
illustrations. Price $9.00. Geoffrey Cumber- 
lege, Oxford University Press, 114 Fifth Ave- 
nue, New York, 1952. 


CARDIAC THERAPY. By Harold J. 
Stewart, M.D., Associate Professor of Medi- 
cine, Cornell University Medical College, New 
York; Attending Physician, New York Hos- 
pital; Head of Division of Cardiology, De- 
partment of Medicine, New York Hospital- 
Cornell Medical Center. Cloth. Pp. 622, with 
illustrations. Price $10.00. Paul B. Hoeber, 
Inc., 49 E. 33rd St., New York, 1952. 


OHIO 








RANDALL ORSON BUCK 
D.O., F.A.O.C.Pr. 


2040 Scottwood Avenue 
Toledo 2, Ohio 


(Students accepted—limit two) 








PENNSYLVANIA 








CECIL HARRIS, D.O. 
Psychiatry and Neurology 


Central Medical Building 


1737 Chestnut Street 
Philadelphia 3, Pa. 








RHODE ISLAND 








F. C. TRUE, D.O. 
SURGEON 


1141 Narragansett Blvd. 
CRANSTON 5§, R. I. 


CHIEF SURGEON 
Osteopathic General Hospital of R.I. 
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OUR patients’ understanding of osteopathy 











is an important factor in your professional 
success. And you can help them to understand 
osteopathy better by sending them subscriptions 
to “Osteopathic Magazine.” Next month’s issue 
of the magazine will include an article on anti- 
biotics, one on occupational therapy, and one on 
the effects of dustfall. You can send magazine 
subscriptions for as little as 744 cents a copy. 
See the convenient order blank on page 62, and 


order now. 











AMERICAN OSTEOPATHIC ASSOCIATION 
212 E. Ohio St.. Chieage Il, Til. 
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FOR BACKACHE 
SUFFERERS 


Back Supporter 
MATTRESS 
For Relief and Restful Sleep 


The Back Supporter mattress, the first of its type to be ac- 
cepted for advertising in the Journal of the A.M.A., was de- 
developed in test and consultation with professional men and 
women in many health fields. Back Supporter is not just a 
firm mattress! It is a specially designed mattress embodying 
a high density innerspring unit of top quality steel, carefully 


zoned for body comfort. Its soft, resilient, but flat sleep sur- | 


face assures a natural sleeping posture and does not interfere 
with circulation! 


USED BY NATION’S LEADING DOCTORS 


Many Doctors and Surgeons, throughout the country, have 
found the answer to occupational back strain through personal 


use of Back Supporter. These professional people, through | 


their own enthusiasm over relief from back trouble, have been 
largely responsible for the use of Back Supporter by thousands 
of their patients and friends. 

Prescribed for use with the Back Supporter mattress, is the 
Back Supporter Box Spring, scientifically designed to serve 
as the correct base for this unit. 


FOR YOU—A PROFESSIONAL DISCOUNT | 


To enable you to get first-hand, personal comfort and relief | 


...and better sleep—we invite you to try Back Supporter at 
a special professional discount! Please use your business letter- 
head to request discount particulars. P 

GET THIS HELPFUL BOOK... 

You and your patients will enjoy the laugh-provoking 

cartoons in the free book, “OOH, MY ACHING 

BACK.” Contains helpful information on back trouble 

and how to get RELIEF! Use coupon below. 


= ee ee eee ee 
SPRING-AIR COMPANY, HOLLAND, MICH. 
Back Supporter Division, Dept. 1037 


Send free copy of ‘OOH, MY ACHING BACK” book. 


Name___ 
Address____ 


City, Zone, State = 





SEE EXHIBIT—N. Y. STATE CONVENTION, ROCHESTER, OCTOBER 10 AND 11 | 
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Osteopathic Magazine 
Order Blank 


Without Imprinting 
Delivered to 
. Your Office 
Under 200 copies 
200 or more 


Mailed Direct 
to List 


Annual Single 
Contract Order 


8Yiceach 9c each 


7c each 8c each 


Under 200 copies 
200 or more 


10'4c each 1034c each 
9'4ceach 934c each 


Imprinted 


Add $1.00 per 100 (Minimum Charge) to following 
prices to cover cost of imprinting: 


Delivered to 
Your Office 


*50 to 200 copies 
200 or more 


Mailed Direct 
to List 


*50 to 200 copies 


200 or more 


Annual Single 
Contract Order 


8Yceach 9c each 


7c each 8c each 


l2%4c each 1234c each 
ll'4ceach 11c¢% each 
(Postage regulations call for 2c additional postage on 
imprinted O.M.’s. This is included in above prices.) 


*We do not accept imprinted orders for less than 50 
Magazines. 


Imprint Plate Charges 


Original plate set-up on contract orders—free. 
Original plate set-up on single orders—$1.00. 
(No charge if plate is on file.) 


Changes in set-up, $1.00 each time, whether contract 
or single orders. 


American Osteopathic Association 


212 E. Ohio St., Chicago 11, Ill. 


Please send copies of OSTEOPATHIC MAGAZINE 


Attach copy for professional card to this order blank 
Check service wanted— 


[] Single Order 
[] Deliver in bulk 
C1] Mail to list 


C) Contract (Start with above issue) 
_j With professional card 
] Without professional card 


2% for cash on orders of 500 or more. Mailing envelopes free. 
Shipping charges prepaid in United States and Canada. 
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IN TREATING 


CONSTIPATION 


due to an abnormally tight or 
spastic sphincter muscle. 
Consider the advantages of 
Drugless Dilation Therapy. 


Young's Rectal Dilators 
4 graduated sizes 
$5.50 children, 


$5.75 adults. 


Write today for reprint of article 
“Treatment of Constipation" 


F. E. YOUNG and COMPANY 
420 E. 75th St., Chicago 19, Ill. 


Dil @ tt) eae Save on 


your drug 
and supply 
needs ! 


mail this _ 
coupon for current catalog 


ee ee ee eee ee 


PHYSICIANS’ DRUG & SUPPLY CO. 
Third and Callowhill Sts., Philadelphia 6, Pa. 


Please send me your Current catalog. 





ADDRESS. 





l 
i 
! 
| NAME - 
] 
| 
i 


city ZONE ~- STATE 
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ANNOUNCING THE NEW 
“SPACESAVER™ 


VERTICAL FLUOROSCOPE 


Res 


| 
| 
| 
| 
| 








LOW IN PRICE © EASY PAYMENT PLAN © INCOME AS YOU PAY 


Maximum Output 15 Milliamperes — 85 Peak Kilovolts 
Fluoroscopic Rating 5 Ma at 85 PKV 

Minimum space required — Ideal for corner installation 

Operates from regular 110-volt office lighting circuit 

Two Meters, | for Ma, | for PKV, mounted on front 

Two controls conveniently mounted on side of panel frame 

Built-in automatic ruby light eliminates installation of a ruby light in 
ceiling. Provides just enough room illumination before fluoroscopy 
to position patient. Ruby light goes out automatically when foot 
switch is depressed for fluoroscopy, leaving room dark. 

Full six 12” x 16” Screen centers with Tubehead 

Tubehead and Screen counterbalanced for easy handling 
Attractive hammered gray finish with mother-of-pearl panel 


H. G. FISCHER & CO., 9451-91 W. Belmont Ave., Franklin Park, Ill. 
Please send, without obligation, full information on: = wiles 
(C0 FISCHER "Spacesaver"’ Vertical Fluoroscope. 

(€ Complete FISCHER line of X-Ray and Physical Therapy Equipment. 


© Small Down Payment—Low Monthly Payments— 
INCOME - AS - YOU - PAY Pian. 


jo FREE Scaled Floor Plan showing above Unit in My Office. 
(CD Free Simplified X-Ray Manual. 


| Name 


| Address 
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Alcoholism is now re- 
cognized as a disease, bio- 
chemical or physiological 
disease, one which does 
not respond quickly, nor 
satisfactorily to the time 
worn method of creating a 
physical or mental repug- 
nance to alcohol, but does 
respond quickly and satis- 
factorily to the scientific 
eradication of the physio- 
logical need for it. 


PN Rey. Ke) = 


‘ATLAS’! 


ALCALGSE :, a corrective and supportive treatment, 
offers the utmost in safety, economy and effectiveness 
within the treatment of this type of sickness, and en- 
ables the physician to keep the patient under close 
observance, as most treatments are completed in the 

PHARMACEUTICAL prytctan’s ees. 

LABORATORIES, 

INCORPORATED : 
DETROIT 24, Literature on Request 


“Whirlwind” 


—a truly portable pump 





Portable but powerful. Whirlwind’s 4 HP. Motor produces 
all the compressed air or suction you'll ever need. Large, leg- 
ible gauges indicate the pressure. Convenient pressure regu- 
lators. Automatic device supplies oil to 
the pump only when it is operating. Air 
filter, muffler and suction trap are stand- 


Write for illustrated brochure describing it com- 
pletely and showing suction and ether attachments. 


9 


COMPLETE MEDICAL AND 
SURGICAL SUPPLY 


609 College St. 
CINCINNATI 2, O. 
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Non-Dietary Factors 
in Feeding Problems 


Emotional disturbances in infants and chil- 
dren may often be reflected in feeding problems 
with symptoms referable to the gastro-intestinal 
tract. Some of these difficulties are resolved by 
growth, others require therapy above and be- 
yond dietary changes. 


The literature stresses that certain G-I disorders 
in children can be produced by autonomic im- 
balance, and particularly excessive cholinergic 
(parasympathetic) impulses. 


In these, the basic therapeutic need is for anti- 
cholinergic measures. The use of atropine (50- 
50 mixture of dextro- and levo-hyoscyamine) 
for this purpose is well-known. While the levo- 
form produces the necessary anti-cholinergic ac- 
tion, the dextro- component is the main source 
of atropine’s central, toxic effects. 


Pure levo-alkaloid of belladonna (primarily 
1-hyoscyamine ) is available as Bellafoline. 
This preparation is: 
a) weight for weight twice as active as 
atropine 


b) dose for dose half as toxic. 


Bellafoline has been combined with thera- 
peutically adequate doses of phenobarbital for 
antispasmodic sedative effect — Belladenal: 


a) Elixir: each 4 cc. (approx. one teaspoon- 
ful) contains: 


0.0625 mg. (1/1000 gr.) Bellafoline 
12.5 mg. (3/16 gr.) phenobarbital 
(equivalent to 4% Belladenal tablet) 


b) Tablets: each containing: 0.25 mg. 


(1/260 Bt. ) Bellafoline 
50 mg. (34 gr.) phenobarbital 


The table below is a guide to: 


BEST DOSAGE IN CHILDREN* 


ATROPINE DOSAGE OF 
AGE DOSAGE BELLADENAL 
SCHEDULE ELIXIR 





1 to 12 months | 1/1300 gr. 


to 1/650 gr. 


¥2 teaspoonful 


1 to 3 years 1/400 gr. 1 teaspoonful 


3 to 6 years 1/150 gr. 2% teaspoonsful 


6 to 12 years 1/150 gr. 


to 1/75 gr. 


1 tablespoonful 








* This dosage schedule is based on Sodings of K. R. 
Unna et al: Pediatrics 6: 197, 19 


For full dosage table and complete informa- 
tion and references on this subject, just re- 
quest “Infant Feeding Problems” literature. 


Sandoz 
Pharmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, N., Y. 





PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 





l.a.formula 


“é 


. . . proved considerably more effective than methyl- 
cellulose as a bulk laxative, and (was) also superior to 
previous laxatives such as milk of magnesia, mineral oil, 
cascara or a phenolphthalein preparation.’’! 


l.a.formula 


As much as 8 times more effective than Methylcellulose 


In a study' comparing the effectiveness of psyllium therapy with 
methylcellulose and selected irritant cathartics, the psyllium prepara- 
tion, L.A. Formula, brought prompt improvement to 77.5 per cent 
(18 cases) of 23 patients, many with extreme bowel difficulties. 


Conversely, this same group when placed on methylcellulose showed 
improvement in only 9 per cent (2 cases) of the 23 patients. Moreover, 
when as many as 15 methylcellulose tablets daily met with only 
partial success, ‘““The large dose was objected to and refused.” 


In this same study, which included a total of 101 cases limited largely 
to a notoriously refractive group, Cass and Wolf concluded that, “In 
severe types of constipation from 73 to 82 per cent of patients were 
improved on psyllium therapy.” 


Berberian, et al,? have also reported that the addition of 1 part 
psyllium to 4 parts methylcellulose produced “ . . . up to 87 per cent 
more moisture-retaining and bulk-forming power than the simple 
methylcellulose tablet of the same weight.” This same addition of 
psyllium to methylcellulose produced “. . . increased bulk of stool 
immediately from the first day of medication, whereas plain methyl- 
cellulose caused a moderate constipative effect on the first day, 
followed by attainment of the new level of bulk stools only at the 
third day.” 


In addition to its demonstrated effectiveness, L.A. Formula is 
unsurpassed for patient acceptance. The ulcer or colitis patient, the 
gravida, the nursing mother, the aged and bedridden, children, your 
most fastidious patient—all find improved L.A. Formula pleasant 
and easy to take. 


We encourage you to write for samples for clinical comparison 


Supplied: 7 and 14 oz. cans. 

Formula: 50% Plantago ovata coating dispersed in lactose 
and dextrose. 

Burton, Parsons & Company 
Washington 9, D. C. 
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‘Nutrition must be considered as an entity. No particu- 
lar constituent is more important than another. Each 
nutrient should be present in its optimum quantity.””! 
“If one nutrient is not adequate, this may also interfere 
with the functioning of other nutrients in the body.”? 


Vitamins, Minerals and Trace Elements each play a 
specific important role in nutrition. 


1. Simonnet, H.: Nutrition in Pregnancy, Canad. M. 

A. J., 58 :556, (June) 1948, p. 60. 

2. The Nutrition of Industrial Workers; Second Re- 

port of the Committee on Nutrition of Industrial 

Workers, Food and Nutrition Board, National Re- 

search Council. Reprint and Circular Series No. 123. ’ . 

(Washington, D. C.: National Research Council), Vitamin A 5,000 U.S. P. Units 


Sept. 1963, p. £5. Vitamin D 500 U.S. P. Units 
Vitamin Bi2 
Thiamine Hydrochloride. ... 3 mg. 
10 Vitamins Riboflavin 3 mg. 


ll Minerals and Pyridoxine Hydrochloride. 0.5 mg. 
Niacinamide 
Trace Elements 


All in One Capsule 


Mixed Tocopherols(TypeIV) 5mg. 
Calcium 
Cobalt 


J.B. ROERIG AND COMPANY 
536 LAKE SHORE DR., CHICAGO 11, ILLINOIS 








Whenever 
androgen 
therapy 
is required... 


“When administered as 
buccal or sublingual tablets, 
methyltestosterone was 
approximately twice as potent 
per milligram as 
unesterified testosterone .. .”* 





Liver is by-passed as with injection . . . Metandren Linguets are therapeutically 
potent because they make possible the absorption of methyltestosterone directly 
into the systemic circulation. Placed in the buccal pocket or under the tongue, they 
are absorbed efficiently. Hence the body tissues become permeated with the hormone 
before hepatic degradation can take place. Metandren Linguets are supplied in 
strengths of 5 mg. (white) and 10 mg. (yellow) both scored. 


Metandren (brand of methyltestosterone) Linguets (brand of tablets for mucosal absorption) 


PESCAMILLA, R. F., AND GORDAN, G.S.: J. CLIN. ENDOCRINOL. 10:248, 1950. 
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